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ABSTRACT 
HIV has caused a variety of deaths and decelerated economic growth in, especially, 
developing countries since the epidemic started. 34-46 million adults aged 15-49 years and 
children under 15 years old were living with HIV/AIDS in 2003 in the world. HIV caused an 
additional infection to 4.2-5.8 million people, and AIDS killed 2.5-3.5 million patients 
worldwide only in 2003. Out of the new infection, 64% had occurred in Sub-Saharan Africa, 
a region that contains 50 African nations of all 56 nations in Africa. Zambia, a country this 
research focused on, was the ih hardest hit area in the region at the end of 2001. HIV testing 
is one of the HIV prevention methods. However, a variety of problems makes people 
reluctant to go for testing and even plan to be tested. This research looked what causes this 
attitude and what makes attitudes toward testing positive among Zambian people aged 15-59 
in terms of their backgrounds and the environments. Two probit models were developed to 
find factors for two behaviours, the willingness to be tested for the first time or again and the 
experience to have been tested before. In the prob it analysis, probabilities of being willing to 
be tested first or again and to have been tested before were positively affected by the ability 
to read and understand a letter or newspaper and personally knowing people living with HIV 
or having died of AIDS. Language education at any primary school and below and verbal 
dissemination tools will encourage people who cannot read and understand writing to go for 
testing. Talks on the test experience of community leaders will also help community 
members think more about seeking testing. 
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CHAPTER I. INTRODUCTION 
A. Introduction to and statement of the problem 
1. Introduction to HIV/AIDS epidemics 
a) Medical condition 
The HIV/AIDS epidemic started in the late 1970s, early 1980s worldwide (Joint 
United Nations Programme on HIV/AIDS called as UNAIDS and Food and Agriculture 
Organization (FAO), 1999). HIV, or Human Immunodeficiency Virus, is a retrovirus that 
first causes fatal damage to the human immune system; then, at the second stage, it renders 
people infected with HIV susceptible to a lot of infections that healthy people are supposed 
to be able to resist through their own immune system. The symptoms of HIV infections are 
not visible until the final stage (Joint United Nations Programme on HIV/AIDS and FAO, 
1999). 
AIDS, or Acquired Immune Deficiency Syndrome, is the final and fatal stage (FAO 
and World Health Organization (WHO), 2002). In short, AIDS is the condition where 
patients infected with HIV suffer from visible symptoms such as weight loss, fever, diarrhea 
and an opportunistic infection, "an infection with a micro-organism that does not ordinarily 
cause disease, but that becomes pathogenic in a person whose immune system is impaired" 
(FAO and WHO, 2002: Annex 7: 2). At this progressed stage of illness, HIV/AIDS-related 
diseases like tuberculosis are the most serious and threaten lives of the infected patients. At 
the end of the stage, the diseases take the infected persons to death (Joint United Nations 
Programme on HIV I AIDS and F AO, 1999). 
The HIV infection occurs through direct blood contact and during sex. AVERT, an 
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international HIV I AIDS charity in the United Kingdom, (2004b) explains that sexual 
intercourse without (proper) use of condoms lets the virus existing in the sexual fluid and the 
blood of HIV positive people enter the blood stream of the sexual partners through an 
invisibly tiny cut and/or sore on the inside of the sex organs of the female partners, or 
through a sore patch on the inside of the sex organs of the male partners. Other sexual 
activities also allow the HIV to go into the blood stream of the sexual partners if the infected 
blood or infected sexual fluid touches a tiny cut, sore or ulcers inside bodies of the partners 
during the sexual activities. AVERT (2004a) emphasizes that once infected with HIV, 
nothing can completely cure HIV/AIDS. Some medications, so called antiretroviral 
medications, make HIV develop AIDS slowly and the patients can prolong their lives for 
decades; however, they still have to live with not only HIV but also must take medication to 
suppress the progression all their lives, causing them to suffer from occasional side effects 
(AVERT, 2004a). 
b) Infection rates 
Until recently, the virus and syndrome have caused a variety of deaths and 
decelerated economic growth in, especially, developing countries. According to the United 
Nations Development Programme (UNDP), 24.8 million people died of AIDS from the 
beginning of the epidemic to 2001 all over the world (UNDP, 2002). 
Focusing only on the year 2003 worldwide, Joint United Nations Programme on 
HIV/AIDS and WHO (2003a) found that 34-46 million adults aged 15-49 years and children 
under 15-years old were living with HIV/AIDS. HIV caused an additional infection to 4.2-
5.8 million people, and AIDS killed 2.5-3.5 million patients in 2003 in the world (Joint 
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United Nations Programme on HIV/AIDS and WHO, 2003a). Out of the average 5 million 
new infections in 2003, 64% had occurred in Sub-Saharan Africa, a region that contains 50 
African nations out of all 56 nations in Africa. Each country in the region belongs to one of 
the five parts such as Eastern, Middle, Northern, Southern and Western Africa. Following 
Sub-Saharan Africa, were South and South-East Asia with 17% of the new infections in the 
same year (Joint United Nations Programme on HIV/AIDS and WHO, 2003a). 
The HIV I AIDS epidemic has caused overwhelming adult mortality rates, affecting 
people in their most productive years, which Joint United Nations Programme on HIV/AIDS 
defines as from 15-49 years old. According to the AIDS epidemic update: December 2003, 
31-43 million adults aged between 15 and 49 were living with HIV I AIDS and 2.1-2.9 million 
died of AIDS in Sub-Saharan Africa at the end of 2003 (Joint United Nations Programme on 
HIV/AIDS and WHO, 2003b). 
Topouzis and du Guerny (1999) warn that this large number of the working-aged 
deaths threatens the gains that development projects have yielded for developing countries 
for 40 years. Loss of skilled labor associated with AIDS deaths disproportionately influences 
health care systems, productivity, savings, investments and governance, and the whole of 
social economic sectors in the countries (Joint United Nations Programme on HIV/AIDS and 
FAO, 1999). 
The adult HIV prevalence rate is derived from the proportion of adults 15-49 years of 
age who are living with HIV I AIDS against all adult population in the same age group 
regardless of whether infected or not all over the world (Joint United Nations Programme on 
HIV/AIDS and WHO, 2003a). From this, we can note that nations in Sub-Saharan Africa 
have a very high (7.5-8.5% of the adult prevalence rate) compared to the world average rate 
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of0.9-1.3% (Joint United Nations Programme on HIV/AIDS and WHO, 2003a). 
Upon closer observation of Sub-Saharan Africa, Joint United Nations Programme on 
HIV I AIDS and WHO (2002) tell us that its prevalence rate was 6.41-11.39% for females 
aged 15-49 and 3.13-5.56% for males in the same range at the end of2001. Among the 
countries in the area, Swaziland was worst hit; it was estimated that between 31.59 and 
47.38% offemales15-49 years of age were living with HIV/AIDS, and between 12.18 
through 18.27% of males in the same age group were living with HIV/AIDS. Zambia, a 
country I will be focusing on, was the ih hardest hit area at the end of the year 2001 (Joint 
United Nations Programme on HIV/AIDS and WHO, 2002). 
2. Statement of the problem 
a) Economic effect of HIV/AIDS 
The U.N. (2003a) shows us that the proportion of adults from 15 to 59 years old in 
Zambia was 49.2% in the year 2000 compared to 59.9% in the world and 50.9% in Sub-
Saharan Africa (United Nations Population Division, 2003a). The data implies that adults in 
their prime are less likely to be in the labor force than in the labor forces of the world and the 
Sub-Saharan countries. 
In addition to the smaller supply oflabor, workers living with HIV/AIDS are more 
likely to be absent from work due to apparent illness symptoms as AIDS progresses. A 
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Kenyan study of the HIV I AIDS impact on the productivity of tea pluckers reported in the 
three-year research paper that tea pluckers diagnosed with AIDS "were absent from work 
twice as often as the others" (Fox, Rosen, MacLeod, Wassunna, Bii, Foglia and Simon, 2003: 
11) without AIDS in the control group. When the researchers compared differences in the 
amount of tea plucked per day, they found statistically significant differences in 
productivity between AIDS workers from 1.5 years to 3 months before death and AIDS-free 
workers, and the closer the death, the larger the differences during the period (Fox et al, 
2003). 
Furthermore, the population division of the U.N. predicts that HIV/AIDS will lower 
life expectancy at birth among the seven hardest hit countries. In Zambia, the life span of 
males will be shorter by 36% and that of females will be 42% shorter in the year 2010 
through 2015 than the life expectancy of those without AIDS. Even between 2020 and 2025, 
the life spans are expected to be lowered by 34% and 40% for the males and females, 
respectively (Population Division Department of Economic and Social Affairs United 
Nations Secretariat, 2003). 
In many developing countries, agriculture is an important livelihood (Drimie, 2003). 
Topouzis and du Guemy (1999) pointed out that "HIV/AIDS disproportionately affects 
sectors that are highly labour-intensive or have large numbers of mobile or migratory 
workers, including agriculture, transportation and mining" (Joint United Nations Programme 
on HIV/ AIDS and FAO, 1999: 2). They noted that "in subsistence, small-scale agriculture 
south of the Sahara, lobour shortages exacerbated by HIV I AIDS combined with declining 
household incomes are compounding food and livelihood insecurity and contributing to 
changes in farming practices and farming systems" (Joint United Nations Programme on 
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HIV I AIDS and F AO, 1999: 2). In addition, it will cause inadequate transfer of agricultural 
knowledge and management to the next generation particularly in a rural area (Integrated 
Support to Sustainable Development and Food Security Programme (IP) F AO and Ministry 
of Agriculture, Animal Industry and Fisheries (MAAIF), 2002). 
Those impacts ultimately cause a household disposable income to decline, varieties of 
crops to be changed from labor-intensive to less intensive and usually less nutritious ones, 
medical expenses to increase and other problems to occur. The mortality and morbidity 
reduce the number of adults in each household, which leads to an increase in family members 
who need care such as younger children and the elderly. This increases the burden per adult 
in a household to take care of them (Joint United Nations Programme on HIV/AIDS and 
FAO, 1999). 
Combined with the existing poverty, malnutrition, drought and food crisis, the 
HNI AIDS tragedy makes people even more vulnerable to the "new variant famine that has 
recently stuck in Southern Africa" (de Waal and Whiteside, 2003) across African countries. 
The resulting poverty forces some widows to become commercial sex workers to earn money 
for food and adolescent girls to have sexual relationships with adult men for money to buy 
clothes, food or entertainment. Their survival sexual strategies cause the epidemic to spread 
faster across generations and regions, ultimately plunging people more deeply into poverty 
(de Waal and Whiteside, 2003). 
Zambia was at one time one of the poorest countries in the world, and lost credibility 
among donor countries due to the dept in the past. All this can be attributed to its poor 
economic conditions. I am interested in how Zambia has fought against HIV/AIDS with 
domestic problems, and how people have responded to it. For this reason, I chose Zambia in 
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my research. 
b) Testing and counseling 
The vicious cycle of poverty and disease should be broken in not only Zambia but 
also the world. To do so, interventions such as prevention and mitigation are needed. 
Voluntary Counseling and Testing (VCT) is one of the tools used by HIV I AIDS health 
officials to encourage intervention. The VCT service provides HIV prevention knowledge; 
medication and medical advice; correct knowledge and therapy to prevent mother to child 
transmission; emotional support and support groups for dealing with issues regarding HIV 
positive status; and hope for the future for HIV I AIDS patients rather than just waiting for 
death (International HIV I AIDS Alliance, 2002). 
However, a US based non-governmental organization (NGO) told that they needed 
encourage people to go to medical facilities offering VCT services to take the HIV test, 
mainly due to the stigma attached to HIV I AIDS, especially, in rural areas in Zimbabwe 
(United Nations Office for the Coordination of Humanitarian Affairs, 2004s). There is 
stubborn stigma even in Uganda, which has succeeded in reducing its prevalence rate with 
worldwide recognition (United Nations Office for the Coordination of Humanitarian Affairs, 
2004q). In Botswana, women do not want to go for testing because they feel that they cannot 
handle the stress of HIV positive status if that is the case (United Nations Office for the 
Coordination of Humanitarian Affairs, 2004i). 
The Integrated Regional Information Networks (IRIN) (2004n) said in the news on 
June 1 oth that the government in Gabon "has publicly denounced discrimination against 
people living with AIDS and has urged health workers to adopt a more sympathetic attitude 
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towards them" (United Nations Office for the Coordination of Humanitarian Affairs, 2004n: 
2). In Namibia and Ethiopia, United Nations officials were publicly tested for HIV to 
encourage others to do the same (United Nations Office for the Coordination of 
Humanitarian Affairs, 2004u and United Nations Office for the Coordination Affairs, 2004d). 
The president of Kenya expressed his willingness to be publicly tested, and village traditional 
leaders in Botswana accepted the request for taking the test from a volunteer group from the 
US (United Nations Office for the Coordination of Humanitarian Affairs, 2004e and United 
Nations Office for the Coordination of Humanitarian Affairs, 20041). Twelve 
parliamentarians in Zimbabwe and the vice president of Zambia publicly took the test 
(United Nations Office for the Coordination of Humanitarian Affairs, 2004j and United 
Nations Office for the Coordination of Humanitarian Affairs, 2004p). 
Furthermore, governments, the United Nations and NGO staffs are encouraging 
people to go for HIV testing in some African countries, while countries with long-time 
HIV/AIDS awareness programmes have had some success (United Nations Office for the 
Coordination of Humanitarian Affairs, 2004q and United Nations Office for the Coordination 
of Humanitarian Affairs, 2004t). Zambia unfortunately is not one of the successful countries. 
It has been struggling to increase the number of visitors to VCT facilities in order to find 
HIV positive people and begin treatment. The National AIDS Council in Zambia made a 
remark supporting mandatory HIV/AIDS testing in hospitals and VCT centers (United 
Nations Office for the Coordination of Humanitarian Affairs, 2004k). We will see details on 
the mandatory testing in the literature review. 
WHO (2002) reported that Zambia had 56 public or NGO VCT sites in 2001 which is 
the sixth largest number in 27 countries where data was available out of 50 Sub-Saharan 
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countries 1• The number ranges from 466 in South Africa to zero in Ginea, and the median is 
six sites in Angola (WHO, 2002). 
The Population Services International interviewed out of school men aged 15-19 in 
Lusaka in May and June in 2001. The survey results suggested letting Zambian people know 
at community level that HIV and sexually-transmitted infection testing services are available 
to them; explaining why they should know their HIV status; and helping them understand 
how the virus spreads (Population Services International; cited in United Nations Office for 
the Coordination of Humanitarian Affairs, 2004h). 
Encouraging more people to be tested is the largest challenge HIV I AIDS officials 
face in Zambia. 
B. Literature review 
In this section, we will learn about the voluntary counseling and testing services, 
people's perceptions of the services, and how HIV/AIDS officials are responding to the 
attitudes. Next, we will examine studies on sexual risky behaviours among young people and 
HIV I AIDS impacts on affected households. 
1 Some countries also had commercial VCT services in 2001, but the number of sites is not shown in the report. 
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1. More about voluntary testing and counseling services and AIDS 
According to the Horizons Program, Kenya Project Partners and Uganda Project 
Partners (2001 ), "VCT is the process by which a person undergoes counseling enabling him 
or her to cope with stress and make informed choices about HIV testing. Confidentiality of 
counseling sessions, test results, and the voluntary choice to test are emphasized" (Horizons 
Program, Kenya Project Partners and Uganda Project Partners, 2001: 10). The process is 
usually composed of three components: pre-test counseling, decision to be tested and post-
test counseling. 
As shown in the problem statement, VCT services offer access to correct HIV I AIDS 
knowledge; prevention methods; anti-AIDS and anti-mother to child transmission 
medications; and counseling to HIV positive individuals, their partners and family members 
on HIV/AIDS issues (International HIV/AIDS Alliance, 2002). Although the testing and 
medication fees are dependent on government subsidized funds and donations from other 
countries and the WHO, the cost is generally minimal. Despite this, officials at testing 
facilities face the challenge of increasing people being tested and, if necessary, treated before 
their symptoms worsen. 
In Botswana, the IRIN (2003s) reported that the Tebelopele Voluntary Testing and 
Counseling Centre provides free, confidential and same-day testing throughout the country. 
Unfortunately, the system was used by only 65,000 out of 110,000 people who needed to 
immediately start antiretroviral therapy. It was estimated that 1.8% of the total population in 
the country are HIV positive. This delay in early treatment resulted in more patients 
eventually needing hospitalization, causing an additional burden on public health facilities 
and staffs (United Nations Office for the Coordination of Humanitarian Affairs, 2004s). 
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In Zimbabwe, 50-108 people used two VCT centers a month in two rural areas. At 
other larger VCT centers in towns, from 2,000-3,600 clients were seen per month, with 100-
800 visiting the smaller centers. However, urban dwellers are only 32% out of the total 
population in Zimbabwe, and the UNDP pointed that less attention was being provided to 
high HIV prevalence areas such as border, mining and commercial farming areas (United 
Nations Office for the Coordination of Humanitarian Affairs, 2004s and UNDP, 2003 cited 
in United Nations Office for the Coordination of Humanitarian Affairs, 2004s). 
In Zambia, an August 11th IRIN article (2004m) reported a statement by its health 
minister that 6,000 HIV patients received government-subsidized anti-AIDS medication out 
of targeted 10,000 to be treated by the end of 2004 (United Nations Office for the 
Coordination of Humanitarian Affairs, 2004m). The Zambian National AIDS Council 
commented that it would be difficult to reach that goal with the current method of getting 
people to VCT facilities, and demanded that HIV testing be mandatory in hospitals and 
health facilities to achieve their new goal of treating at least 100,000 HIV positive people 
with anti-AIDS drugs by 2005. They also warned that they could medicate just 15,000 
patients per year despite the large number of HIV patients (United Nations Office for the 
Coordination of Humanitarian Affairs, 20040). At the end of 2003, there were an estimated 
920,000 HIV positive adults aged 15-49 and children aged 0-14 in Zambia (Joint United 
Nations Programme on HIV I AIDS and WHO, 2004). Conversely, the Zambian health 
minister and the Zambian Integrated Health Programme disagreed with the mandatory testing 
and emphasized an individual's right to decide whether to be tested or not (United Nations 
Office for the Coordination of Humanitarian Affairs, 2004m). 
The International HIV I AIDS Alliance (2002) noted that the people of Zambia were 
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reluctant to be tested due to a perceived lack of confidentiality; a fear of negative treatment 
by family, friends and the community; and the lack of available VCT services and support. 
Some people felt a positive status would be like a death sentence, so knowing their HIV 
status was meaningless (International HIV I AIDS Alliance, 2002). 
In contrast, the people decided to take the test for a relief from anxiety, their own 
health and future and an awareness increase. Tested people wanted to get relieved from 
anxiety about their unknown HIV status, to "get advice and make decisions on one's health 
and future" (International HIV/AIDS Alliance, 2002: 3) and to make community members 
aware of HIV/AIDS (International HIV/AIDS Alliance, 2002). 
In Kenya, the research found that ill symptoms induced the decision to be tested 
among 7% of 105 tested people aged 14-21 and the willingness to be tested among 4% of 
122 untested young people in the same age group. However, the symptoms were believed to 
be a reason to be tested at a discussion among the tested and untested respondents, parents 
and community leaders, and VCT service providers (Horizons Program, Kenya Project 
Partners and Uganda Project Partners, 2001). 
As for reasons to not be tested among untested, 44% of 99 respondents at 
Kampala in Uganda answered that they were still considering whether or not to take the test 
or not, and the same proportion of the respondents showed a fear of knowing that the results 
were positive2. Following those reasons, 24% of the participants were unwilling to be seen 
themselves going for testing. This is because of the stigma related to HIV I AIDS and how 
taking the test implies that they are sexually active. Parents and community leaders in 
discussion groups in Uganda and Kenya all perceived taking the test in that negative way. 
2 Multiple responses were allowed. 
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17% of 92 young respondents at Masaka in Uganda and 3% of 122 young respondents in 
Kenya saw the fact that other people might see them going for the test as a reason not to be 
tested for HN (Horizons Program, Kenya Project Partners and Uganda Project Partners, 
2001). 
Moreover, 21 % of 99 participants at Kampala said that they had not taken the test 
because they did not feel there was a risk of HN infection. This reason was most frequently 
chosen among the participants at Masaka (39%) and the Kenyan participants (44%). Among 
92 Masaka respondents, the second reason to not take the test was that they were still 
thinking about testing (32%), and the third was the testing cost. At Kampala, 18% of the 
young people chose the cost of testing as their reason not to be tested and in Kenya, 13% of 
the young people chose that as their second reason (Horizons Program, Kenya Project 
Partners and Uganda Project Partners, 2001). 
According to the research, the testing cost is from 500-9,000 Ugandan shillings at two 
study sites (1,740 Ugandan shillings= 1 US dollar when the study was conducted) and from 
410-1,600 Kenyan shillings at Nairobi (70 Kenyan shillings= 1 US dollar when the study 
was conducted) (Horizons Program; Kenya Project Partners and Uganda Project Partners, 
2001). Out of 135 tested Ugandan respondents aged 14-21, 53.3% took the test for free and 
34.1%paid1,001-3,000 Ugandan shillings after subsidized for testing. In Kenya, 58.9% out 
of 95 tested respondents aged 14-21 took it for free and 20% paid 301 Kenyan shillings or 
more after being subsidized. The cost was paid by themselves in most cases with partners or 
spouses the second source of funding in Uganda. Mothers were the second source in Kenya. 
The researchers heard from a Ugandan young person that it is difficult to explain to a parent 
why the person needs the money in spite of the willingness to be tested (Horizons Program, 
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Kenya Project Partners and Uganda Project Partners, 2001). 
Finally, the third reason to not be tested the test was having never had sexual 
intercourse among the Kenyan young (Horizons Program, Kenya Project Partners and 
Uganda Project Partners, 2001). 
Fylkesnes and Siziya (2004) did research on the interest in being tested and the 
acceptability of a voluntary counseling and testing service among people aged 15-24 and 25-
49 in Zambia. There were 1,063 and 883 participants in the first age group and the second, 
respectively. In the research, determinants of seeking the HIV test were explored with a 
logistical regression model and the rates of accepting VCT were evaluated based on places 
where research participants took the counseling and HIV test (Fylkesnes and Siziya, 2004). 
They developed two regression models for the two age groups of respondents. In the 
young age group, 20-24 year old people were more likely to be ready for testing than the 15-
19 years olds. In the older age group, 30-39 and 40-49 year old respondents were less likely 
to be ready for testing than the 25-29 years olds. Fylkesnes and Siziya (2004) discussed 
effects of HIV status, years of schooling, health status evaluated by respondents, experience 
to be tested before the survey, and degrees of risk perceived by respondents on the 
willingness to be tested. For the participants in the young age group ranging from 15 to 24 
years old, the readiness for the test did not change based on the HIV status, but for the 
participants in the older age group ranging from 25 to 49, the HIV positive status was likely 
to make them more willing to be tested. As the years of schooling increased, the 
interviewees in both age groups were more willing to be tested; however, young people with 
over 12 years of schooling were less likely to be ready for the test and older people with 10-
12 years of schooling and the people with over 12 years of schooling were less likely to be 
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ready for testing as well. Self-rated health and test experience were main determinants to 
have the willingness to be tested among the old respondents aged 25-49. Older people who 
evaluated their health status to be poor or fair tended to be more willing to take the HIV test; 
older persons who had been previously tested were more willing to take it than those whose 
health status was good or excellent and who had not been previously tested. Self-perceived 
risk was a main determinant to be willing to be tested among the young respondents aged 15-
24. Those believing themselves to be at moderate, high or very high risk levels were more 
likely to be tested (Fylkesnes and Siziya, 2004). 
In their research, VCT services were found to be more acceptable to the respondents 
when available to them in their homes rather than at a local clinic. Confidentiality was 
suggested to be the reason for this choice (Fylkesnes and Siziya, 2004). 
2. Why do people engage in risky behaviour? 
As discussed earlier, many countries have had problems with HIV/AIDS stigma. 
However, the IRIN (2004r) reported in the news on October 8th that a hospital in Nairobi had 
so many clients who wanted to be tested for HIV that "people were being placed on a three-
week waiting list" (United Nations Office for the Coordination of Humanitarian Affairs, 
2004r: 1). This was due to cheaper anti-AIDS drugs becoming more available to Kenyan 
people and AIDS awareness campaigns helping to change attitudes toward HIV testing 
(United Nations Office for the Coordination of Humanitarian Affairs, 2004r). 
In South Africa, a research study from 2000 to 2003 found that callers to the national 
AIDS Helpline wanted to know how to cope with HIV rather than simply asking about basic 
information on HIV/AIDS such as how to use a condom. This is a result of HIV/AIDS 
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awareness campaigns by the government and NGOs (United Nations Office for the 
Coordination of Humanitarian Affairs, 2004t). 
Increased HIV I AIDS awareness has resulted in more people taking the HIV test in 
Niger (United Nations Office for the Coordination of Humanitarian Affairs, 2004g). 
Next, let's look further at how people become infected. As we learned in the 
introduction, HIV infection mainly results from risky sexual behaviours. Before reviewing 
literature on the behaviours, we need to define risky sexual behaviours. 
AVERT (2004a) defines 'safe sex' as sexual activities where sexual organs do not 
connect, which means that blood or sexual fluid never enter the body. Compared to the zero 
risk of HIV infection through safe sex, 'safer sex' also has little risk of the infection. Safer 
sex can be defined as sexual intercourse using condoms so that one's sexual fluid and blood 
are prevented from entering the other's blood stream (AVERT, 2004a). 
Tawil, Verster and O'Reilly (1995) found that people in developing countries have 
sexual preferences attributable to social and economic trends. Those trends may become a 
fertile ground for HIV transmission (Tawil, Verster and O'Reilly, 1995 cited in Deheneffe, 
Carael and Noumbissi in Ainsworth, Fransen and Over, 1998). 
Greenburg, Magder and Aral (1992), and Duncan, Tibaux and Pelzer et al. (1990) 
found that people who first experienced sex at earlier ages are more likely to be attracted to 
multiple partners (Greenburg, Magder and Aral, 1992 and Duncan, Tibaux and Pelzer et al., 
1990 all cited in Hallman, 2004). Deheneffe, Carael, and Noumbissi (1998) pointed out an 
age effect on risky behaviours. According to them, male respondents in Burundi were likely 
to first have sex at later ages than male respondents in Central African Republic, Cote 
d'Ivoire, Tanzania, Kenya, Lusaka in Zambia and some Asian countries. The Burundian 
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respondents were also likely to have risky behaviours at later ages than the respondents in the 
countries (Deheffe, Carael and Noumbissi in Ainsworth, Fransen and Over, 1998). 
Hallman at Population Council (2004) reported that 94% of male and female 
respondents aged 20-24 in South Africa already experienced sex. They are from households 
with relatively low level of wealth. As a whole, the higher the wealth level, the lower the 
proportions (Hallman, 2004). Moreover, he found from his regression analysis that females 
aged 19-24 living with mothers and in households with secondary and higher education delay 
their first sexual experience. The tendency is recognized among females and males aged 19-
24 if they are paternal orphans, and if males are maternal orphans. Additionally, urban 
residence makes males become more sexually experienced earlier (Hallman, 2004). 
As another parental effect, Topouzis (1994) pointed out that some children use sex as 
a substitute for attention from their parents, which is one of the reasons why children in 
Uganda have sex at an early age (Topouzis, 1994). 
Pettifor et al. (2004) reported that women in South Africa were not necessarily as 
willing to have sex as men. According to their report, 98% of the male respondents 
experienced sex willingly, compared to 71 % of the females (Pettifor et al., 2004 cited in 
Hallman, 2004). Hallman's research (2004) shows the percentages to be 94% for males and 
55% for females. As the wealth level of the households increases, so does the desire to have 
sex (Hallman, 2004). 
Some of the women are also victims of sexual assault. An interview in Uganda 
revealed that 15% of primary school students have had forced sexual intercourse 
(Bagarukeyo, 1991). Varga's study (1997) in South Africa noted that out of teenage girls in 
an urban area, 55% had been physically threatened or abused by their most recent sexual 
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partners; however, only 39% of all girl respondents had actually been forced to have sex 
against their will by the assault (Varga, 1997 cited in Hallman, 2004). A study by MacPhail 
and Campbell (2001) found mental abuse to be common among young females who had been 
raped (MacPhail and Campbell, 2001 cited in Hallman, 2004). 
Female respondents residing with adults with a higher education were less likely to 
have had violent sexual experiences than those living with adults with a primary school or 
less education (Hallman, 2004). 
3. Economic status and AIDS 
In terms of household economic status, Hallman (2004) presented that young women 
in rich households are less likely to unwillingly agree to have sex than women in poor 
households (10% to 3%). Topouzis (1994) pointed out that children in one or two-room 
homes are more likely to see their parents having sex, and may become prematurely 
interested in sex themselves. Children as young as 6-8 are also more likely to have sex 
earlier if either one parent or both frequently drinks alcohol. Another sexually risky situation 
involves the custom of parents letting their sons agedl3-14 live separately in homes they 
provide (Topouzis, 1994). Similarly, Hunter (2002) reports that young women enjoy 
freedom when they come to urban areas and the freedom causes the women to be free to have 
relationships with men which might develop into sexual ones (Hunter, 2002 cited in Hallman, 
2004). 
The multi-relationships play an important role in spreading HIV if the behaviour is 
accompanied by little or no use of contraceptives. Edet (1997) reported an emotional 
demand as a reason why a female engages in multiple sexual relationships (Edet, 1997 cited 
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in Hallman, 2004). Hallman (2004) attributed the relationships to the custom of encouraging 
males to acquire sexual experience with many females, which implies honour for them in 
their society with pressure or incentive possibly offered by other men in the same and senior 
generations (Hallman, 2004). 
Deheneffe, Carael, and Noumbissi (1998) found that educated male respondents aged 
15-49 in Burundi, Central African Republic, Cote d'Ivoire, Tanzania and Kenya were more 
likely to engage in sexual relationships lasting less than a year. The trend was also found 
among educated women aged 15-49 in Cote d'Ivoire and Kenya. Additionally, the research 
discovered that Burundian male farmers were less likely to engage in such sexual 
relationships than blue collar and white collar workers (Deheneffe, Carael and Noumbissi in 
Ainsworth, Fransen and Over, 1998). 
An interview survey in Lusaka, Zambia reported that there were clients who pay more 
money for having sex without condoms (National HIV/AIDS/STD/TB Council [Zambia] 
cited in Garbus, 2003). This makes the transmission of HIV likely. A Zambian study 
conducted in 2000 shows that 36% of 622 sex workers did not use a condom during their last 
sexual experience because their clients did not want them to. However, 21 % of the workers 
did not use condoms due to their sexual preferences (Tropical Diseases Research Centre 
[Zambia], National AIDS Council [Zambia], Ministry of Health [Zambia], Family Health 
International/IMP ACT and Belgian Institute of Tropical Medicine). 
A South African study reported that unemployment played a critical role in young 
females choosing to trade sex for goods (MacPhail, Williams and Campbell, 2002 cited in 
Hallman, 2004). Hallman's research (2004) reinforces the study above: young women in 
households with high wealth are less likely to have sex for money or goods than young 
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women in households with low wealth in which unemployed members could be included 
(Hallman, 2004). Topouzis's findings (1994) in the Tororo district, Uganda show that "most 
of the sexually active P6 girls had sex in return for food, clothing, money or a gift" (Topouzis, 
1994: 25) due to poverty3 (Topouzis, 1994). However, Hunter (2002) found that although 
girls have sex for money, commercial sex is generally found in rural areas where there are 
few survival strategies, with the money used for clothes, accessories and other fashion goods 
in urban areas (Hunter, 2002 cited in Hallman, 2004). 
A woman financially dependent on her husband or sponsors is unlikely to risk her 
livelihood by making her partners uncomfortable with their sexual preferences (Hallman, 
2004). The study found more positive talks about prevention of pregnancy, HIV infection 
and condom use with their partners in higher-income households. Adults with post-
secondary educations are more likely to talk with their partners about deterring pregnancy, 
using condoms and the prevention of HIV infection (Hallman, 2004). 
Mothers stimulate the talk between both sons and daughters and their sexual partners, 
and not residing with fathers helps daughters communicate safe sexual behaviours to their 
partners (Hallman, 2004). In Uganda, some parents unexpectedly bring bad consequences to 
their children due to their indifference to sexual education before and even after their first 
sexual experience (Topouzis, 1994). 
Wood (2000) pointed out that men are considered sexually superior to women in 
some cultures, causing women to be vulnerable to HIV or other sexually transmitted diseases 
because they must be submissive to men sexually (Wood, 2000 cited in Jewkes et al., 2003). 
Besides, violence and mental abuse reported in sexual assault cases discourage females from 
3 P6 means the 6th grade at a primary school. 
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talking about avoiding risky behaviours (Jewkes et al., 1999; Varga, 1997 and Abdool-Karim, 
2001 all cited in Hallman, 2004). 
On actual condom use, adult household members with secondary or higher education 
encourage women and men to use condoms in South Africa (Hallman, 2004). In Cote 
d'Ivoire and Kenya, educated respondents tend to use condoms even in casual sex 
relationships (Deheneffe, Carael and Noumbissi in Ainsworth, Fransen and Over, 1998). 
Separation from their father has a negative effect on condom use for sons (Hallman, 2004). 
The survey in Zambia reported that 53.9% of 623 sex workers used condoms during their last 
sexual experience. 61.9% of the 335 sexual workers chose to do so, 17.3% used condoms at 
their partners' suggestion and 20.8% made the decision together (Tropical Diseases Research 
Centre [Zambia], National AIDS Council [Zambia], Ministry of Health [Zambia], Family 
Health International/IMP ACT and Belgian Institute of Tropical Medicine). 
The Ugandan study revealed a gap between knowledge of HIV and actual condom 
use. 53.7% of all household respondents reported that HIV was spread by engaging in multi-
sexual relationships conditional on little condom use, and 46% of all respondents knew 
condoms as one of the ways to prevent HIV infection; however, only 15.3% of the 
respondents had actually used condoms (IP F AO and MAAIF, 2002). 
4. Impacts on HIV I AIDS-affected households 
On HIV/AIDS impacts on affected households, the study in Uganda for crop and 
livestock farming and fishing reveals that the adult mortality rate was around 40% for 20-35 
year olds in the last 10 years, which are the most productive of all ages. Mortality due to 
HIV/AIDS was 56.5% which is much higher than 36.3% by natural causes and 4.3% by 
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others. The HIV I AIDS deaths resulted in increases in funeral and burial costs as well as total 
periods for mourning. 32% of all 313 respondents answered that they spent one week 
mourning when their household members died since their cultural norm does not allow them 
to work during the period. Furthermore, when a community member died, 70.8% of them 
spent 1-2 days; in addition, when relatives who are not family members died, 59.0% of the 
respondents spent 2-4 days (IP PAO and MAAIF, 2002). 
F AO and University Central Consultancy Bureau (UCCB) at the University of 
Namibia (2001) conducted a survey in Namibia to see HIV/AIDS impacts on the agricultural 
sector, and they indicated that the loss of productive labor force due to HIV/AIDS-related 
deaths was perceived by 61.3% of287 respondents in communal farming areas as the biggest 
impact of this epidemic. 18.1 % reported time loss because of HIV/AIDS-related activities 
such as giving care to the patients, mourning, attending funerals and helping with burials 
(PAO and UCCB, 2001). 
Out of 112 participants, 60.2% pointed out a reduction in labor input on farm 
operations. Additionally, cultivated areas ofmahangu (pearl millet) were reduced by at least 
50%, which was recognized by 50% of 22 households which had a household member living 
with HIV/AIDS (PAO and UCCB, 2001). Similarly, Integrated Support to Sustainable 
Development and Food Security Programme(IP) F AO and MAAIF (2002) reported that 
approximately 20% of 193 crop farming households and 9.4% of 46 cattle keeping 
households experienced lack of manpower by HIV I AIDS deaths in Uganda. Among 91 % of 
all sample households, the disease generated 78.5% of the deaths of 20-35 year old adults 
and 72.8% of the deaths of36-50 year old adults (IP PAO and MAAIF, 2002). 
Labour shortages are linked to a decrease in household income. According to 
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Booysen (2002), affected households by HIV I AIDS tend to have a smaller amount of average 
adult equivalent per capita income than non-affected households in South Africa. He further 
examined the effects on households affected by chronic illness for 30 days before the first 
interview; HIV/AIDS-related deaths for six months before the first interview; death between 
the first interview in May and June and the second interview in November and December in 
2001; households which had at least one member living with HIV, but had not been affected 
by either chronic illness or deaths during the survey periods; and comparison groups 
including both households which experienced HIV I AIDS unrelated illness and death and 
households which had not during the periods (Booysen, 2002). 
Households affected by the illness or death were most likely to live below the poverty 
line (R250) at the first and the second interviews of all the households. Earnings of the 
affected households were 20.93% lower than R250 at the first survey and 24.34% lower than 
R250 at the second, while earnings of the other households were from 12.44 to 15.71 % lower 
than the poverty line at the first period and from 20.02 to 20.34% lower at the second period 
(Booysen, 2002). 
Oni, Obi, Okorie, Thabede and Jordan (2002) studied economic impacts of 
HIV/AIDS-related mortality of adults aged 18-69 and HIV/AIDS morbidity of the adults 
between affected households experiencing HIV/AIDS-related death and/or chronic illness for 
30 days before the survey, and unaffected households which had never experienced either 
death or illness in rural areas in South Africa. The research found that affected households 
had an annual income 35.35% lower than non-affected households. The mean per capita 
income per month of affected families showed that they were living below the poverty line 
(R250) whereas unaffected ones were living above the poverty line. Additionally, their 
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annual savings were 36.16% less than the unaffected households', and their educational 
expenditures per month were 59.36% lower. In contrast, amounts of money spent per month 
on funerals and transportation were 0.68% and 4.74%, respectively, higher in affected 
households than those in non-affected households. Annual borrowings of the afflicted 
families were 245.84% higher than borrowings of unaffected families. Each difference 
between the affected and unaffected households was statistically significant; however, this 
significant difference was not found in health care expenditures between the households (Oni, 
Obi, Okorie, Thabede and Jordan, 2002). 
Booysen (2002) assessed what social factors have influenced the poverty status of 
affected households and unaffected households in South Africa. For households affected by 
HIV I AIDS-related deaths or illness, the poverty status is improved through the family 
receiving medical aids between the first interview and the second one; increasing years of 
education per member in a household; and changing ages of a household head between the 
interviews. The poverty is severe by gender of a household head (male or not) at the first 
survey; an increase in the number of household members between the first data collection 
and the second; experience of having suffered from morbidity between the survey periods; 
sum of years of education among household members at the first interview; and a gender 
change of a household head between the periods. For unaffected households, the level of 
poverty improves through the receiving of medical aids between the survey periods; the age 
of a household head at the first data collection; an increase of the number of household 
members; and an increase of the total number of employed household members between the 
survey periods. The level worsens through the experience of having suffered from mortality 
between the interviews and an increase in the age of a household head between the first and 
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second interviews (Booysen, 2002). 
C. Objective of the research project 
This research will provide an econometric analysis to find what encourages Zambian 
people aged 15-59 to be willing to be tested and what made them tested in the past. We use a 
micro data set from Zambia to carry this analysis. 
As we saw in the literature review, HIV/AIDS-related morbidity and mortality are 
damaging to surviving household members. The disease directly attacks household economy, 
making the family impoverished. Poverty is a fertile ground for sexual assault, early sexual 
debuts, sex trade and other sexual behaviours to eventually produce people living with 
HIV/AIDS. Moreover, the impoverishment is linked to lowering the socioeconomic status of 
women, which results in their vulnerability to the infection. Cultural norms encourage males 
to have multi-sexual partners, and discourage the females from talking about safe or safer sex 
with their partners. Finally, the situation leads them to HIV transmission, and producing 
more AIDS deaths. Poor parenting sometimes increases the risk of HIV infection to children. 
Female adolescents and adults can be exposed to a higher risk of pregnancy if they have not 
talked about avoiding pregnancy or HIV infection with their parents or their partners. 
Hallman (2004) explains that high fertile rates are a result of "high rates of sexual 
activity and inconsistent use of contraceptives" (Hallman, 2004: 23). Sex without 
contraceptives is most likely to result in pregnancy as evidence above shows, and more 
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importantly, HIV is transmitted from infected partners to healthy counterparts. Garbus 
(2003) cited that approximately 30,000 babies were newly infected by mothers each year 
(National HIV/AIDS/STD/TB Council [Zambia] cited in Garbus, 2003). 
Zambia Demographic and Health Survey (2003) reported that 56.9% of female 
respondents at the age of 19 had been pregnant, which consists of mothers (53%) and girls 
pregnant with their first child (3.9%). Two percent of 15-year old respondents had already 
become mothers and 1.6% of them were expecting their first baby, and then the rates of 
pregnancy with the first baby and mothers dramatically went up to 6.9% (pregnancy with the 
first) and 8% (mothers) for 16-year old girls in the survey (Central Statistical Office 
[Zambia], Central Board of Health [Zambia] and ORC Macro, 2003). 
Preventing HIV begins with taking the HIV test and knowing one's HIV status; using 
condoms to protect partners and babies from HIV infection; providing anti-HIV transmission 
drugs to pregnant women before labor; and mitigating HIV I AIDS impacts on households 
through anti-AIDS drugs which slow down the progression from the infection to AIDS; and 
helping people living with HIV live longer, healthier lives than HIV positive people without 
the treatment. However, a variety of problems makes people reluctant to go for testing and 
even plan to be tested. This research will look at what causes this attitude and what makes 
attitudes toward testing positive among Zambian people aged 15-59 in terms of their 
backgrounds and the environments. 
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D. Summary of the remaining chapters 
We defined HIV I AIDS, discussed the HIV I AIDS epidemic in Sub-Saharan Africa, 
outlined a statement of the problem, offered a literature review and presented the objective of 
the research in Chapter I. In Chapter II, we will learn about Zambia, its brief history, and 
governmental actions toward the HIV/AIDS epidemic and women with HIV/AIDS. Chapter 
Ill, Section A, will tell about "ZAMBIA SEXUAL BEHAVIOUR SURVEY 2000" and 
sample characteristics such as age distributions, education levels, marital status of the 
respondents, STD prevalence, and the number of sexual partners. In Section B, two probit 
models will be developed to help us find factors for two behaviours, the willingness to be 
tested for the first time or again and the experience to have been tested before; and finally, 
null and alternative hypotheses to be tested by the models will be stated. Chapter IV will 
provide the summary of data used for the empirical analysis in Section A and will show the 
regression result as well as a restatement of the hypotheses based on the regression results in 
Section B. 
In Chapter V, we will discuss the research results and in Chapter VI, I will conclude 
the research results. 
Chapter VII will list the references cited in this report. 
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CHAPTER II. ZAMBIAN BACKGROUND 
A. Zambian overview 
Zambia is a land-locked country that belongs to the Southern African region and 
borders eight countries: Democratic Republic of Congo, Angola, Namibia, Zimbabwe, 
Malawi, Mozambique, Tanzania and Botswana (Central Intelligence Agency (CIA), 2003f 
and Family Education Network, 2003). It is estimated that 10,462,436 people were living in 
752,614 sq km of its total area by the year 2004 (Family Education Network, 2003). 
Looking at the country geographically, the CIA (2003f) tells us that the Zambian 
terrain is "mostly high plateau with some hills and mountains" (CIA, 2003f: 4). Zambians 
grow crops such as com, sorghum, rice, tobacco, cotton and cassava, and raise livestock with 
its byproducts. The land is rich with a lot of natural resources, copper, cobalt, zinc, lead, coal, 
emeralds, gold, silver, uranium and hydropower (CIA, 2003f). The capital and largest city is 
Lusaka in the Lusaka province. Ndola and Kitwe are the second and third largest cities in the 
Copper province (Figure 1) in Zambia (Family Education Network, 2003). 
Zambia has exported copper, cobalt, electricity, tobacco, flowers and cotton; 
particularly, export of copper earned 55% out of$709 million (f.o.b) of the year 2001 exports. 
The trade partners are Malawi (10.3% of the 2002 exports), Thailand (9.2%), both Japan and 
Saint Pierre and Miquelon (9.1 %), Taiwan (8.5%), South Africa (7.8%), Egypt (6.4%), China 
(6.3%), Netherlands (5.5%); finally, Tanzania (4.5%) (CIA, 2003f and Family Education 
Network, 2003). The Zambian imports in 2001 amounted to $1.123 billion (f.o.b ), including 
machinery, petroleum products, foodstuffs and other commodities from the partners such as 
South Africa (64.4% of the 2002 imports), the U.S. (3.7%), and China (3.6%)(CIA, 2003f 
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and Family Education Network, 2003). 
The World Factbook (CIA, 2003t) summarizes the economic activities in Zambia in 
the year 2002. The GDP in purchasing power parity was $8.24 billion, and the per capita 
GDP was $800. Compared to the highest ones in Sub-Saharan Africa, South Africa had 
$427. 7 billion of its GDP in purchasing power parity which is almost 51.9 times larger 
han that of Zambia, and Mauritius recorded $10, 100 of its per capita GDP which is 
approximately 12.6 times higher than Zambia (CIA, 2003a and CIA, 2003b). In relation to 
real GDP growth rates, the economy in the country developed at 2.3% while Equatorial 
Guinea experienced 20% of the most rapid real economic growth in the Sub-Saharan region 
at that time (CIA, 2003c). In 2002, the annual inflation rate for the consumer price index in 
Zambia was 21 % compared to 0.1 % in Uganda (CIA, 2003d). Furthermore, Zambia had 
4.29 million people in its labor force in the year 2000 of which 50% were unemployed. In 
contrast, Mali had 5.3% of their workers unemployed, which was relatively good for the 
region (CIA, 2003e). 
In 2002, 85% of the labor force was employed in agriculture with many working as 
subsistence farmers in Zambia (U.S. Department of State, 2002). Industry including "copper 
mining and processing, construction, foodstuffs, beverages, chemicals, textiles, fertilizer and 
horticulture" (CIA, 2003f: 7) employed 6% of the labour force and services employed 9% in 
2002. In contrast, the sector composition of GDP was 22% for agriculture, 26% for industry 
and 52% for services in the same year (CIAf, 2003). 
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Figure 1. Zambia map 
Source: CIA. "The World Factbook Zambia." 2003, pp. 1. 
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B. Zambia and HIV I AIDS 
In this section, I will provide an overview of the Zambian brief history and its 
HIV I AIDS episode. Then we will examine an HIV I AIDS study using data collected by the 
interview with sample respondents in this country. 
Zambia's first inhabitants were immigrants indigenous to other African countries 
around A.D.800. About 200 years later, Swahili-Arab slave traders started slave trades. 
Trailing their trade routes, Portuguese explorers first got to the area extending from the east 
through the west coasts where the slave exporters entered in the late 1700s (Lonely Planet 
Publications, 2003 and Pearson Education Network, 2003). 
In 1889, Cecil Rhodes of the British South African Company obtained permission to 
engage in mining. The South African company did not want the Portuguese to widen its 
territory lager; therefore, the company set about controlling the area composed of 
Northwestern and Northeastern Rhodesia, both of which the British company established for 
the increasing number of European immigrants. The two Rhodesias were united and became 
Northern Rhodesia, Zambia at present, in 1911 (Pearson Education Network, 2003 and 
Lonely Planet Publications, 2003). 
In the early 1900s, copper and lead mining began; the central railroad was completed, 
and the discovery of the Copperbelt, a big copper deposit, prompted more skilled European 
workers to immigrate to Northern Rhodesia. The growing number of white residents brought 
domination from the United Kingdom to Northern Rhodesia in 1924 (CIA, 2003f; Lonely 
Planet Publications, 2003 and Family Education Network, 2003). As the political power of 
the whites increased, the discrimination against African workers increased, causing strikes in 
1935, 1940 and 1956 (CIA, 2003f; Family Education Network, 2003 and Pearson Education 
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Network, 2003). In addition, black workers were banned from organizing worker's unions 
by the U.K.; instead, they organized self-help groups. Although the white-preferred 
government had political power, a series of political movements and support from an African 
tribe led to the establishment of a new political party, founded by Kenneth Kaunda in 1959, 
called the United National Independence Party. At last, Northern Rhodesia achieved 
independence from the U.K. on October 24t\ 1964, and then changed its name to Zambia. 
Kaunda automatically served as the first president of Zambia (Lonely Planet Publications, 
2003). 
He was successful in international affairs throughout his three presidential terms, but 
in domestic affairs was accused of misusing his political power. He outlawed the rival 
parties, and formed the one-party state proclaiming only his party as legal in 1972. In 1975, 
the world copper market collapsed. A decline in copper prices and a rise in fuel prices hit the 
Zambian economy hard. Consequently, Zambia's debts from its donor countries grew to 
28.5% of the gross national income in 1986, and Zambia became one of the world poorest 
countries (World Bank, 2001 cited in Garbus, 2003 and Lonely Planet Publications, 2003). 
In 1984 when Zambia was struggling economically, AIDS was first diagnosed in its 
population (MEASURE Evaluation, Joint United Nations Programme on HIV/AIDS and 
WHO, 1999 cited in Garbus, 2003). A rising AIDS epidemic was responsible for the 
downward shift in the national income in the 1990s (Garbus, 2003). In 1991, bad economic 
conditions, a high inflation rate and a reduction in food subsidy induced frequent riots which 
were accompanied by bloodshed; finally, the complaints among citizens forced Kaunda to 
end his one-party state. The constitution has changed to permit opposition parties, and 
Kaunda's period was completed. After his termination, Frederic Chiluba was elected to two 
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terms as president. His overwhelming victory helped his party, Movement for Multiparty 
Democracy, highly occupy the seats in the National Assembly, and democracy was returned 
to Zambia (Pearson Education Network, 2003). In the same year, HIV/AIDS increased its 
prevalence rate tol0-20% among the adults aged 15-49 (Joint United Nations Programme on 
HNI AIDS and WHO, 2002). 
In 1992, Chiluba brought changes to the government by applying a structural 
adjustment programme, which was guided by the International Monetary Fund (IMF). These 
reforms called for stopping governmental investment in enterprises under public ownership 
by commercializing and privatizing them (World Bank, 2001 cited in Garbus, 2003). In 
1996, he was reelected after preventing Kaunda's forth reelection through the new bill 
defining a two-term presidency limit (Pearson Education Network, 2003 and Lonely Planet 
Publications, 2003). Despite the failed attempt, Kaunda and military officers were next 
charged with an attempted coup d'etat in 1998 (CIA, 2003f and Pearson Education Network, 
2003). In the political turmoil during the 1990s, HIV/AIDS apparently had a harmful 
influence on household and national economies. The ministry of finance and national 
planning (2002) first provided the logical explanation that AIDS shrinks pools of workers in 
all sectors, bringing low productivity in all segments of life and lowering life expectancy. 
Each sector bears low economic productivity and a loss of experience and knowledge 
through the lack of skilled personnel due to frequent absenteeism caused by chronic illness 
and attendance at funerals and burials. The shortage of skilled workers has turned into a 
huge economic loss. They concluded that "the epidemic is as much likely to affect economic 
growth as it is affected by it" (Ministry of Finance [Zambia] and National Planning [Zambia] 
cited in Garbus, 2003: 35) in their report in 2002 (Ministry of Finance [Zambia] and 
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National Planning [Zambia], 2002 cited in Garbus, 2003). 
Despite a two-term limit, Chiluba pursued a third presidential term of service. Due to 
the resulting protest, he instead let Levy Mwanawasa, seen as his puppet, become the new 
president to keep his political power. Levy Mwanawasa thus won the election in 2001 "with 
less than 30% of the vote" (Pearson Education Network, 2003: 3) (CIA, 2003f, Family 
Education Network, 2003 and Pearson Education Network, 2003). Opposition parties and 
international monitors suspected unfair activities in the election. The parties demanded a 
recount, but they failed to win the court order (Lonely Planet Publications, 2003). 
In the economic reform, the structural adjustment programme by IMF appeared 
successful in boosting the Zambian economy in 2001, but resulted in dismissal of employees 
for approximately 105,000 jobs in formal sectors due to privatization that has been continued 
to this day (United Nations Regional Inter-Agency Coordination Support Office for the 
Special Envoy for Humanitarian Needs in Southern Africa, 2003). Mwanawasa carried out 
his anti-corruption campaign in 2002 (CIA, 2003f and Pearson Education Network, 2003). 
In the same year, the Mwanawasa administration was faced with food shortages, and 
declared a state of emergency on May 281h (U.S. Agency for International Development 
(USAID), Bureau for Democracy, Conflict, and Humanitarian Assistance (DHCA) and 
Office of U.S. Foreign Disaster Assistance (OFDA), 2002). The shortages were due to 
flooding caused by heavy rain in 2001 which attacked areas growing staple food and maize 
along rivers decreasing the amount of output by approximately 24% against the amount of 
the previous year. Furthermore, the scarce stock of food was exacerbated by drought in 2002 
which attacked the same areas where maize was growing (United Nations Regional Inter-
Agency Coordination Support Office for the Special Envoy for Humanitarian Needs in 
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Southern Africa, 2003). Although the flood in 2001 and the drought in 2002 obviously 
caused the lack of food, aid agencies attributed the crisis of the lack of manpower to 
HIV/AIDS symptoms and AIDS deaths (United Nations Office for the Coordination of 
Humanitarian Affairs, 2002 cited in Garbus, 2003). 
In 2003 during the campaign, Mwanawasa charged Chiluba and his supporters with 
fraud though it was rumored this was to gain patronage from Chiluba. Six months after the 
arrest, his government was subsequently faced twice with strikes of its servants due to the 
unsuccessful housing allowance payment policy (CIA, 2003f and Family Education Network, 
2003). 
The Zambian government has tackled issues related to HIV I AIDS, which is 
represented by "the establishment of the National AIDS Surveillance Committee in 1986 
with assistance from WHO/GP A and establishment of national management structures to 
spearhead effective responses to the HIV/AIDS challenge" (Central Statistical Office 
[Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 2002: 2). In 
1987, the government required the screening of all blood products, primarily for HIV and 
syphilis, in a short term emergency plan. They also stated that they would focus on 
tuberculosis and leprosy, care of sexually transmitted diseases; dissemination and issues such 
as patient care, epidemiological and medical research, and programme management in the 
first Medium Term Plan (National HIV/AIDS/STD/TB Council [Zambia] cited in Garbus, 
2003 and Central Statistical Office [Zambia], Central Board of Health [Zambia], and ORC 
Macro, 2003). In 1992, the government started a condom social marketing programme. 
NGOs had already achieved the social marketing at the community level, so the community 
was mainly involved. The NGOs were funded by the United States and the Planed 
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Parenthood Association of Zambia (Executive Board of the United Nations Development 
Programme and of the United Nations Population Fund, 2001). 
The National HIV/AIDS/STD/TB Council was established to "effectively coordinate 
the actions of all segments of government and society in the struggle against AIDS" (Central 
Statistical Office [Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 
2002: 2) in 2000 (National HIV/AIDS/STD/TB Council [Zambia] cited in Garbus, 2003). It 
has been a national and technical centre of taking actions towards HIV I AIDS and has been 
guided by cabinet ministries of whom the committee is composed (Central Statistical Office 
[Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 2002). In 
November 2002, the council was legally permitted to obtain grants from the Global Fund to 
Fight AIDS by a national AIDS bill (United Nations Office for the Coordination of 
Humanitarian Affairs, 2002b and Garbus, 2003). 
C. HIV I AIDS and women in Zambia 
The United Nations Population Fund (UNFPA) (2001) defined Zambia as a rank "A" 
country. The rank indicates that the country must be externally supported and has to build its 
capability to successfully allocate domestic resources to shrink a gap between its current 
situation of sex and reproductive health and the goals advocated by the International 
Conference on Population and Development (ICPD). Evidence supporting this rank includes 
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practices of unsafe abortions; a high level of gender inequality; and a low level of sexual and 
reproductive health among women who were powerless to secure these rights at least before 
December, 2001 when UNFPA reported (Executive Board of the United Nations 
Development Programme and of the United Nations Population Fund, 2001 and Garbus, 
2003). 
To improve gender inequality, constitution and legislation were enacted to protect 
women's rights from social gender disadvantages. However, the reality is that laws are not 
enforced well enough to secure marginalized women on property rights and marriage; in 
addition, it is difficult for women to hold a powerful and important decision-making position 
in any work place (Executive Board of the United Nations Development Programme and of 
the United Nations Population Fund, 2001). 
Financially, women are disadvantaged because financial institutions do not allow 
them to take out a loan, making it hard for them to become self-sufficient and avoid 
prostitution (Ministry of Finance [Zambia] and National Planning [Zambia], 2002 cited in 
Garbus, 2003). In particular, an AIDS widow and an AIDS-orphaned-girl household head 
would be in economic distress. 
Besides the gender inequality, legislation does not protect their property rights to 
inherit assets after a woman's husband dies. As a result, relatives of the husband robs the 
widow and their children (daughter-in-law and grandchildren) of houses, land, livestock and 
other assets, or put pressure on the widows and children to move out and leave the assets 
behind for them (National HIV/AIDS/STD/TB Council [Zambia] cited in Garbus, 2003 and 
Malungo, 2001). 
For Zambian women, marriage or staying in a relationship longer provides them with 
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financial security; however, ifthe marriage ends due to the husband's death, or their husband 
divorces them because of their HIV positive status, then some females may have no choice 
other than to engage in prostitution for a living (Agha, and Nchima, 2002; United Nations 
Office for the Coordination of Humanitarian Affairs, 2002a and Sibande MN, Ginwalla, 
Chansa et al., 2002 cited in Garbus, 2003). 
According to a project conducted in 2000 in Zambia, sex workers earned 20,000 
Kwacha (at the median price from 2,000 to 500,000 Kwacha) per client (equivalent to 6.86 
US dollars, 1 US dollar= 2,900 Kwacha when the survey was conducted) and the median 
number of paying clients in the last seven days was 2 clients (from 0 to over 6) compared to 
300 US dollars in the year 2000 which is the amount of annual per capita income in each 
household in Zambia, while prostitution is illegal (Tropical Diseases Research Centre 
[Zambia], National AIDS Council [Zambia], Ministry of Health [Zambia], Family Health 
International/IMP ACT and Belgian Institute of Tropical Medicine; United Bible Societies, 
2003). If they are arrested for the activity, they will be either charged 80,000 Kwacha (20 
US dollars, 1 US dollar= 4,000 Kwacha in 2002) or sent to prison for a month, or possibly 
punished with both penalties (Geloo, 2002). Since the job is socially stigmatized, sex 
workers are not protected and there are frequent police rages (Agha, and Nchima, 2002). 
On revealing HIV status, Panos found that men may tell their wives, but a woman 
hesitates to share her HIV positive status with her husband as he may tum violent or demand 
a divorce (United Nations Children's Fund (UNICEF) and The Panos Insititute, 2001 cited in 
Garbus, 2003). 
Furthermore, according to Panos (2001), HIV-positive women were often blamed for 
the deaths of their husbands and children. People believed the women were unfaithful and, 
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as a result, the women were infected with HIV from their partners and then transmitted HIV 
to their husband. Poor women in particular were more likely to be blamed (UNICEF and 
The Panos Insititute, 2001). 
Some tribes in the Southern and Northern provinces teach a girl to prepare for 
marriage through intravaginal practices to enhance men sexually. Since the practices include 
wounding an outside female sexual organ, the girl is very vulnerable to HIV infection 
(National HIV/AIDS/STD/TB Council [Zambia] cited in Garbus, 2003). 
A survey by the Human Rights Watch (2002) showed that in HIV I AIDS-affected 
households, most boys continue going to school after their breadwinners died, but a majority 
of school girls are burdened with labor and care giving, and must withdraw from school to 
save money for necessary goods for their households. In addition, many girls are not 
protected from sexual assault in their societies where laws have been issued, but are not 
enforced. Most police officers are not trained on crime against children or regarding gender 
inequality and some health providers do not keep reports of sexual assault on young girls 
confidential. They also reported that orphaned girls might be threatened if they reported 
abuse from male guardians, so families whose orphans were sexually abused kept the abuse 
secret (Human Rights Watch, 2002 cited in Garbus, 2003). 
In summary, we should note that research findings so far do not necessarily provide a 
complete picture of the environment around Zambian women, but we have to keep in mind 
that some women including girls, sex workers and widows are socially marginalized and are 
supposed to be shielded from disadvantages resulting in vulnerability to HIV transmission 
and other restrictions in life. 
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CHAPTER III. THEORETICAL FRAMEWORK 
A. Development of a behavioral model 
1. Sample characteristics 
This research uses data on "ZAMBIA SEXUAL BEHAVIOUR SURVEY 2000" by 
the Zambian Central Statistical Office, Zambian Ministry of Health and MEASURE 
Evaluation Project (2002). The survey was designed to observe and evaluate how the 
epidemic fluctuates and how HIV I AIDS prevention programmes work on the level of 
knowledge on HIV I AIDS prevention using individual sexual behaviour data collected in 
targeted districts; to realize in what way sexually transmitted infection (STI) patients are 
regularly treated and find out the actual cases of urethritis among men; to form a reliable 
HIV /STI data set by combining antenatal clinics data with sexual behaviour data; and to 
collect community (cluster) data on assistance to people living with AIDS from interviews 
with local (cluster) leaders (Central Statistics Office [Zambia], Ministry of Health [Zambia] 
and MEASURE Evaluation Project, 2002). 
In the interview, three different questionnaires were used for three sample units, 
including household, individual, and community respondents, and were designed based on 
"UN AIDS general population HIV I AIDS indicator questionnaire" (Central Statistical Office 
[Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 2002: 4). The 
sample respondents were selected from the same clusters (communities) as the 1998 sexual 
behaviour survey. The previous survey was designed to sample "about 2,000 households in 
which all individuals aged 15-49 were to be interviewed" (Central Statistical Office 
[Zambia], Ministry of Health [Zambia], Project Concern International (Zambia) and 
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MEASURE Evaluation Project University of North Carolina at Chapel Hill, 1999: 2). Out of 
the households, 1851 were randomly selected from all nine provinces shown in Figure 2 at 
the 2000 survey and are nationally represented agents; also, the survey covers 48 districts out 
of all 72 districts in Zambia. The 1998 and 2000 surveys applied the sampling frame which 
was built for the demographic and health survey in 1996 based on the frame of the census in 
1990 (Central Statistical Office [Zambia], Ministry of Health [Zambia] and MEASURE 
Evaluation Project, 2002). 
Out of the household sample, 92% responded to the interview with the household 
questionnaire and among the individual samples, 88% of the women and 85% of the men 
responded to the interview with the individual questionnaire (Central Statistical Office 
[Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 2002). Thus the 
actual number of the sample households and individual respondents were 1,702 households 
out of the total 1,884,741 households; 1,791 females out of the total female population 
(4,939,293); and 1,525 males out of the total male population (4,946,298) in the year 2000. 
The total households and populations are from "Summary Report for the 2000 Census of 
Population and Housing" (Central Statistical Office [Zambia], 2003). 
The sexual behaviour survey reports that 23% are female-headed households among 
the 1,702 household respondents. In each household, one adult aged 15-64 has and takes 
care of at least one dependent whom the survey defines as children from 0 to 14 years old and 
the elderly over 65 (Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project, 2002 and Central Statistical Office [Zambia], 2003). Two 
percent of the 1,702 households reported that deaths of 15-59 year old adults in 12 months 
before the survey were due to AIDS (Central Statistical Office [Zambia], Ministry of Health 
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[Zambia] and MEASURE Evaluation Project, 2002). 
ZAMBIA 
Figure 2. Zambian province map 
Source: Central Statistical Office [Zambia], Central Board of Health 
[Zambia] and ORC Macro. "Zambian Demographic and 
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Figure 3. Age distribution of the total 1,525 male respondents 
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Figure 4. Age distribution of the total 1, 791 female respondents 
Source (Figure 3 and 4): Central Statistical Office [Zambia], Ministry of Health 
[Zambia] and MEASURE Evaluation Project. "ZAMBIA 
SEXUAL BEHAVIOUR SURVEY 2000." 2002. 
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Figure 2 on page 42 shows the Zambian provinces, provincial capitals and its 
neighbor countries. Figure 3 shows the age distribution of the male respondents. From the 
graph, we can note that adults over 49 years old are included in the group of targeted male 
respondents aged 15-49. Figure 4 shows the age distribution of the female respondents aged 
15-49. 
The Zambian education system consists of primary education for seven school years, 
secondary education for an additional five school years and post secondary education. 
Although 1,525 men and 1,791 women participated in the interview survey, the number of 
valid responses on education was 1,506 of the male respondents and 1, 779 of the female 
respondents in my data. Out of 1,506 men, 8.17% had no school education; 47.74% 
answered that primary education was their highest education level; 38.91 % showed 
secondary education as the highest; and 5.18% showed post secondary education as the 
highest level. Out of 1,779 women, 14.78% had no school education; 51.88% noted primary 
education as their highest education level; 30.07% showed secondary education as the 
highest level; and 3.26% answered that post secondary education was their highest level in 
my data set. 
However, the sexual behaviour survey published by the Zambian statistical office et 
al (2002) officially reported that 8.4% and 15.0% indicated no school education; 47.5% and 
51.9% showed primary education as the highest education level; and 44.1 % and 33.1 % 
showed secondary education as the highest level for 1,525 men and 1,791 women, 
respectively (Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project, 2002). There is obviously a difference between my values 
and their published survey report; therefore, I will show all the data on the report. 
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The marital status is shown in Figure 5 drawn by using valid 3,307 answers out of 
3,316 responses4 in my data. Single interviewees in the graph are those who were not 
married nor lived with their partners as if they were married before the survey. The last three 
statuses include respondents who had been married or lived together. They were divided into 
the three categories to learn further marital information such as whether married, cohabiting 
or no longer in either status. Married respondents are the couples who were married to each 
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Single Married Living together 
Status 
Used to be 
married, but not 
any more 
Figure 5. Marital status of the respondents (valid 3,307 responses) 
Source: Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project. "ZAMBIA SEXUAL BEHAVIOUR 
SURVEY 2000." 2002. 
4 Single 33.2% and 25.8%; Married Monogamous 53.7% and 52.3%; Cohabiting 0.3% and 1.0%; Polygamous 
marriage 7.5% and 9.3%; Formerly married 5.3% and 11.6% for 1,521 men and 1,785 women, respectively 
(Central Statistical Office [Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 2002). 
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living together represents the couples who lived with their partners (at the time of the survey) 
or had been cohabiting for many years. The last one indicates that respondents used to be 
married couples or lived together, but were not in the relationships when the interview was 
implemented. 
On knowledge on HIV prevention among respondents, about 50% out of 3, 180 
respondents with valid answers in my data explained condom use by themselves as one of the 
ways to lower the risk of HIV infection. 
The Zambian sexual survey interviewers then asked the respondents who could not 
explained whether they believed that if condoms are correctly used every time, would the 
user or the partners be less likely to get infected with the AIDS virus through sex (Central 
Statistical Office [Zambia], Ministry of Health [Zambia] and MEASURE Evaluation Project, 
2002). In my data, 21.04% said yes, 19.28% said no, and 9.56% had no opinion on the issue. 
Compared to my data, the sexual behaviour survey reported that 72% of men spontaneously 
answered condom use as one of the ways, but the sample size was not identified; 71. 7% out 
of 1,525 were asked and said yes, 65% of women spontaneously answered yes to condom use, 
with the sample size not identified; 63.5% out of 1,791 women were asked and said yes, and 
the respondents with no opinion were not talked for both male and female samples in the 
report (Central Statistical Office [Zambia], Ministry of Health [Zambia] and MEASURE 
Evaluation Project, 2002). 
Figure 6 shows prevalence of sexually transmitted diseases (STDs) in my data set. 
The interviewees were only those who had already experienced sex before the survey. My 
data shows that STD symptoms (a genital discharge or ulcer) within 12 months before the 
survey are seen in 2. 72% of 3,309 respondents with valid answers who ever had sex. They 
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are represented by "Yes (sex and STD)"5. "No sex" includes only respondents who had 
never had sex before the interview; therefore, they were not asked about the symptoms. 
84.35% ofrespondents who had sex had not had a genital discharge or ulcer for one year 













No (sex and STD} Yes sex, but No STD 
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Yes (sex and STD} 
Figure 6. STD prevalence among the respondents (valid 3,309 responses) 
Source: Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project. "ZAMBIA SEXUAL BEHAVIOUR 
SURVEY 2000." 2002. 
5 5.2 and 1.4% of 1,320 men and 1,564 women, respectively, reported having experienced the STD symptoms 
for 12 months before the survey (Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project , 2002). 
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On the number of partners6 with whom respondents had had sex for 12 months before 
the interview, out of 2,460 interviewees with valid responses 87.52% in my data set seem to 
have been faithful to their partners during the period. About ten percent had two partners and 
two percent had more than two for the 12 months. A few respondents (0.33%) had not had 
sexual relationships for the time period in my data. 
2. Econometric method 
As the tools of analysis I will use probit models to estimate the effects of factors on 
the respondents' willingness to take the HIV test first or again ( willtest = 1 if No and 
willtest = 0 if Yes) and the experience of having taken the test for 12 months before the 
interview (tested= 1 ifNo and tested = 0 if Yes). Before introducing the models, I will 
briefly explain the probit model. 
According to Wooldridge (2003), the probit model is a "model for binary responses 
where the response probability is the standard normal cumulative distribution function 
evaluated at a linear function of the explanatory variables" (Wooldridge, 2003: 843). The 
maximum likelihood estimation of the pro bit model provides estimates of f3 in the model 
which maximize the response probability of obtaining an outcome (Griffiths, Hill and Judge, 
1993). 
6 Both marital and non marital partners are included in the number. 
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The first model below is for the probability of being willing to be tested first or again. 
=<!>(/Jo+ fJ'x)' 
where 
x' = (1,lusaka,copper, pro_ 1,age,literacy, attend,at _le, gend, sex,know,tested,se _ age,agesq), 
and the second model below is for the probability of having been tested for HIV 12 months 
before the survey. 
P(tested = 0 I z) = <!>(a0 + a 1z1 + a 2z2 + a 3z3 + ... + a 13z13 ) 
= <!>(a0 +a'z), 
where 
z' = (1, lusaka, copper, pro_ 1, age, literacy, attend, at_ le, gend, sex, know, se _ gra, se _age, agesq) . 
Note: the explanatory variable, tested, in the first model is 1 if Yes and 0 if No, but the 
dependent variable, tested, in the second model is 1 is No and 0 if Yes. 
Because we cannot distinguish respondents who had taken the test before the 
survey and expected to take the test again from those who had never been tested during the 
period in the first model, another test willingness model without tested was developed to 
solve the problem. 
The dependent variable, willtest , is a dummy variable showing whether or not the 
respondents are willing to take the HIV test first or again ( willtest = 1 if No and willtest = 0 
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if Yes); lusaka is a dummy variable showing residence in the Lusaka province; copper is a 
dummy variable showing residence in the Copperbelt province; pro_ l represents a dummy 
variable of residence in the Eastern, Luapula and Southern provinces; the base dummy 
variable is residence in the Central, Northern, Western and North Western provinces; age is 
ages of the respondents at the interview; literacy is a dummy variable showing whether the 
respondents can read and understand a letter or newspaper easily or not; attend is a dummy 
variable representing the experience of schooling of the respondents; at_ le is an interaction 
term of attend *level , and level shows educational attainments where primary is 1, 
secondary is 2 and higher education is 3. In addition, gend is a gender dummy variable 
(male= l); sex shows the number of people with whom the respondents had sex in the 12 
months before the survey; know is a dummy variable showing whether the respondents 
personally know people living with HIV or who have died of AIDS. 
The second dependent variable, tested , is a dummy variable showing whether or not 
the respondents had ever taken the HIV test before the survey (tested = 1 if No and tested = 
0 if Yes), but we should notice that the variable, tested , in the first will test model is 1 if Yes 
and 0 if No); se _age is an interaction term of sex* age ; agesq is the squared of age ; 
se _ gra is an interaction term of sex* grade where grade represents the interaction term, 
at le. 
The residence dummy variables are categorized based on the population densities in 
the 2000 census. 
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Source: Central Statistical Office [Zambia]. "Summary Report for 
the 2000 Census of Population and Housing." 2003. 
B. Statement of hypotheses to be tested 
The coefficients of residence dummy variables, lusaka , copper and pro_ 1, could 
be statistically significant and positive. This is based on the prediction that highly populated 
areas influence opportunities of residents to get information encouraging them to consider 
HIV testing first and again and then take the test. 
As for the coefficients of age and agesq, Deheneffe, Carael, and Noumbissi (1998) 
found that the age effect on predicted probabilities for male respondents to report STD 
symptoms seemed like an inverse U curve as ages got higher (Deheneff e, Carael, and 
Noumbissi in Ainsworth, Fransen, and Over, 1998), and the symptoms could be a reason to 
be willing to be tested and have taken the test. The coefficients would be statistically 
significant and positive to probabilities of being willing to be tested first or again and the 
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experience of having been tested, and the coefficients of agesq would be statistically 
significantly different from zero and negative. 
Since people who can easily read and understand a letter or newspaper would see 
more information on HIV I AIDS than people who cannot read and understand communication 
easily. The literacy effect (the coefficient of literacy) is likely to have statistically 
significant and positive effects to the probabilities of being willing to take the test first or 
again and having been tested before. 
The coefficients of attend could be statistically significant and positive to the 
probabilities of wanting to take the test and having been tested. Although the study focused 
on the education of household members rather than respondents, Hallman (2004) states that 
educated household members play a role in stimulating talks on HIV prevention methods 
between respondents and their partners (Hallman, 2004). 
Similarly, the coefficients of at_ le could be statistically significantly different from 
zero and positive to the probabilities of being willing to be tested and having taken the test. 
On the sign of the coefficient in the tested model, Fylkesnes and Siziya (2004) found the 
positive association between test rates and education levels as shown in the literature review 
(Fylkesnes and Siziya, 2004). 
The gender effect (the coefficients of gend) would be statistically significant and 
negative to the probabilities because as we saw in the literature review, a majority of women 
are so vulnerable to men economically, socially and physically that they cannot have enough 
bargaining power to negotiate STD prevention. It implies that they are more likely to be 
infected with HIV than men so they may take the HIV test before or during their anti-natal 
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clinic for fear of mother to child transmission; also, a knowledge of STDs may encourage 
females having sex for money or gifts to take the test. 
The signs of the coefficients of sex would be positive on the probability of being 
willing to be tested first or again and having been tested before. Approximately 80% of 495 
sex workers recognized faithfulness as an HN prevention method in the Zambian study 
conducted in 2000 (Tropical Diseases Research Centre [Zambia], National AIDS Council 
[Zambia] et al.). Furthermore, Zambian male respondents believed being faithful avoids HIV 
infection in the survey by Population Services International conducted in 2001 (Population 
Services International cited in United Nations Office for the Coordination of Humanitarian 
Affairs, 2004h). From the findings above, having multiple sexual relationships would be 
perceived as a risky behaviour among our sample respondents as well. Noting the findings of 
Fylkesnes and Siziya (2004) as shown in the literature review, our respondents with multi-
sexual partnerships would tend to be willing to be tested and have been tested before the 
survey. 
Personally knowing PL WA or someone who died of AIDS (the coefficients of know) 
can positively work toward a willingness to be tested first or again and could prompt taking 
the test in the past since respondents are likely to take the information more seriously than 
knowledge from education, radio programmes and other dissemination sources. 
On the test experience, Fylkesnes and Siziya (2004) found the positive effect of 
having taken the HIV test before as willingness to be tested (Fylkesnes and Siziya, 2004). 
From their result, the coefficient of tested could have statistically significant and positive 
effects on the probability of being willing to be tested. 
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CHAPTER IV. EMPIRICAL ANALYSIS 
A. Summary of data used for the empirical analysis 
First, I will list the variable definitions introduced in the previous section in Table 2 
below. 
T bl 2 V . bl d fl ·r · th t t ·n· a e . aria e e IOI IODS ID e es w1 1ngness an d d 1 experience mo e s 
Variables Definitions 
will test Dependent and dummy variable of the willingness to take the HIV test 
( willtest = 1 if No and willtest = 0 if Yes). 
lusaka Dummy variable showing residence in the Lusaka province. 
copper Dummy variable showing residence in the Copperbelt province. 
pro_ 1 Dummy variable showing residence in the Eastern, Luapula and 
Southern provinces. 
age Ages of the respondents at the interview. 
literacy Dummy variable showing whether the respondents can read and 
understand a letter or newspaper easily or not. 
attend Dummy variable showing the experience of schooling of the 
respondents. 
at le Interaction term of attend *level , and level shows educational 
-
attainments where primary = 1, secondary = 2 and higher education = 3. 
gend Gender dummy variable (male = 1) 
sex Number of people with whom the respondents had sex within 12 months 
before the survey. 
know Dummy variable showing whether or not the respondents personally 
know people living with HIV or who have died of AIDS. 
tested Dummy variable showing whether or not the respondents had ever taken 
the HIV test before the survey. tested= 1 if Yes andtested = 0 ifNo 
and tested is an independent variable only in the willtest model. 
tested= 1 if No and tested= 0 if Yes and tested is a dependent 
variable in the second model. 
se _age Interaction term of sex* age . 
agesq Squared of age . 
se _gra Interaction term of sex* grade where grade represents the interaction 
term, at_ le. 
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Next, characteristics of 2,267 respondents in the model for the probability of being 
willing to take the HIV test first or again are in Table 3 and 4 and the characteristics of 2,206 
respondents in the model for the probability of having been tested before are in Table 5 and 6. 
The total sample size of the test willingness model is 2,267, and the size of male respondents 
is 1,073 as shown Table 3 and the size of female respondents is 1,194 as shown in Table 4. 
The first table explains that approximately 17%, 11 % and 33% of the male 
respondents live in the Lusaka, Copperbelt, Eastern, Luapula and Southern provinces, 
respectively (the last three provinces are included in pro_ 1) and the second table explains 
that approximately 17%, 13% and 32% of the female respondents live in the Lusaka, 
Copperbelt provinces and provinces in pro_ l . The rest of the respondents (approximately 
39% for males and 38% for females) live in the Central, Northern, North Western and 
Western provinces. The average age of the men is about 33.9 years old, and the average age 
of the women is about 28.8 years old. The male respondents are adults between15 and 59 
years old, but the female respondents are adults between 15 and 49 years old. The literacy 
rate is 59.3% among 1,073 males, but the rate decreases by 39.2% among 1,194 females. 
Approximately, 92.1 % of the men have attended schools and 84.2% of the women have 
attended schools. The average education levels are primary for both respondents. For 12 
months before the survey, the male respondents had had sexual relationships with 1.3 people 
on average, whereas the female respondents had had had sexual relationships with 1 person 
on average for the same period. About 82.6% out of 1,073 men and 77% out of 1,194 
women personally know people living with HIV or who have died of AIDS. As for 
experience with HIV testing, 16.8% of the males had taken the test before the survey and 
13 .1 % of the females had taken the test before. 
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Table 3. Descriptive statistics of the male respondents in the 
t t ·ir d l es WI mgness mo e 
Variables N Mean Std. Dev. Minimum Maximum 
lusaka 1,073 0.1678 0.3738 0.0000 1.0000 
copper 1,073 0.1137 0.3176 0.0000 1.0000 
pro_ 1 1,073 0.3281 0.4697 0.0000 1.0000 
age 1,073 33.8509 10.7891 15.0000 59.0000 
literacy 1,073 0.5927 0.4916 0.0000 1.0000 
attend 1,073 0.9208 0.2702 0.0000 1.0000 
level 1,073 1.4343 0.7277 0.0000 3.0000 
sex 1,073 1.3281 0.9574 0.0000 19.0000 
know 1,073 0.8257 0.3795 0.0000 1.0000 
tested 1,073 0.1678 0.3738 0.0000 1.0000 
Table 4. Descriptive statistics of the fem ale respondents in the 
t t ·ir d l es WI Ingness mo e 
Variables N Mean Std. Dev. Minimum Maximum 
lusaka 1,194 0.1692 0.3751 0.0000 1.0000 
copper 1,194 0.1273 0.3335 0.0000 1.0000 
pro_ 1 1,194 0.3174 0.4657 0.0000 1.0000 
age 1,194 28.8065 8.5630 15.0000 49.0000 
literacy 1,194 0.3920 0.4884 0.0000 1.0000 
attend 1,194 0.8417 0.3652 0.0000 1.0000 
level 1,194 1.1508 0.7097 0.0000 3.0000 
sex 1,194 1.0352 0.3257 0.0000 9.0000 
know 1,194 0.7697 0.4212 0.0000 1.0000 
tested 1,194 0.1307 0.3372 0.0000 1.0000 
Source (Table 3 and 4): Central Statistical Office [Zambia], Ministry of Health 
[Zambia] and MEASURE Evaluation Project. "ZAMBIA 
SEXUAL BEHAVIOUR SURVEY 2000." 2002. 
We will take a look at the test experience sample. The total sample size of the model 
is 2,296, the size of male respondents is 1,086 and the size of female respondents is 1,210. 
According to Table 5 and 6, approximately 16.8% of 1,086 male respondents and 17% of 
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Table 5. Descriptive statistics of the male respondents in the 
t t . d l es expenence mo e 
Variables N Mean Std. Dev. Minimum Maximum 
lusaka 1,086 0.1676 0.3737 0.0000 1.0000 
copper 1,086 0.1123 0.3159 0.0000 1.0000 
pro_ 1 1,086 0.3269 0.4693 0.0000 1.0000 
age 1,086 33.7965 10.8045 15.0000 59.0000 
literacy 1,086 0.5921 0.4917 0.0000 1.0000 
attend 1,086 0.9199 0.2716 0.0000 1.0000 
level 1.086 1.4328 0.7290 0.0000 3.0000 
sex 1,086 1.3315 0.9603 0.0000 19.0000 
know 1,086 0.8241 0.3809 0.0000 1.0000 
Table 6. Descriptive statistics of the female respondents in the 
t t . d l es expenence mo e 
Variables N Mean Std. Dev. Minimum Maximum 
lusaka 1,210 0.1702 0.3760 0.0000 1.0000 
copper 1,210 0.1264 0.3325 0.0000 1.0000 
pro_ 1 1,210 0.3140 0.4643 0.0000 1.0000 
age 1,210 28.8215 8.5761 15.0000 49.0000 
literacy 1,210 0.3950 0.4891 0.0000 1.0000 
attend 1,210 0.8430 0.3640 0.0000 1.0000 
level 1,210 1.1554 0.7096 0.0000 3.0000 
sex 1,210 1.0355 0.3247 0.0000 9.0000 
know 1,210 0.7711 0.4203 0.0000 1.0000 
Source (Table 5 and 6): Central Statistical Office [Zambia], Ministry of Health 
[Zambia] and MEASURE Evaluation Project. "ZAMBIA 
SEXUAL BEHAVIOUR SURVEY 2000." 2002. 
1,210 female respondents live in the Lusaka province. 11.2% out of the men and 12.6% of 
the women live in the Copperbelt province, and 32.7% among the males and 31.4% among 
the females live in the Eastern, Luapula and Southern provinces. The rest of the respondents 
(39.3% for the men and 39 % for the women) live in the Central, Northern, North-Western 
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and Western provinces. The average age of the male respondents is 33.8 years old and the 
age of the female respondents is 28.8 years old. Like the test willingness model sample, the 
male respondents are adults aged 15-59, and the female respondents are adults aged 15-49. 
The literacy rate is 59.2% for 1,806 males against 39.5% for 1,210 females. 92% of the men 
and 84.3% of the women have attended schools. The average education levels are primary 
for both respondents. The male respondents had had sex with 1.3 people on average for 12 
months before the survey, while the female respondents had had sex with 1 person on 
average for the same period. Approximately, 82.4% out of 1,086 men and 77 .1 % out of 
1,210 women personally know people living with HIV or who have died of AIDS. 
There is the difference in the sample sizes between two models. When we see the 
respondents in the two models, we have to be cautious because respondents who did not give 
valid answers are excluded from each sample. All the respondents did not always respond to 
all the questions. It implies that some respondents in one model may not be included in the 
other model. 
Table 7 and 8 represent the data summaries of the respondents in two test willingness 
models by gender. The sample sizes increased from 1,073 to 1,077 for the males and from 
1, 194 to 1,202 for the females. These increases are because the first model excluded 
respondents who refused to answer if they had taken the HIV test before the survey as 
missing values from the samples, but the second model does not need to remove such 
respondents from the samples due to removing those who have been tested before. Although 
differences between samples are very small, they are seen in every variable. The variable, 
willtest, shows that 27.2% of the male respondents and 28.4% of the females in the first 
willingness model were not willing to be tested first or again, or 72.8% of the males and 
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71.6% of the females were willing to be tested first or again. Table 8 shows that 27 .1 % of 
the males and 28.4% of the females in the second model were not willing to be tested first or 
again, or 72.9% of the males and 71.6% of the females were willing to be tested first or again. 
Table 7. Summary of data on the male respondents in the 
t t t "Ir d I wo es w1 mgness mo e s 
Test willingness including tested Test willingness excluding tested 
Variables N Mean Std. Dev. N Mean Std. Dev. 
lusaka 1,073 0.1678 0.3738 1,077 0.1671 0.3733 
copper 1,073 0.1137 0.3176 1,077 0.1151 0.3193 
pro_ 1 1,073 0.3281 0.4697 1,077 0.3287 0.4700 
age 1,073 33.8509 10.7891 1,077 33.8477 10.7774 
literacy 1,073 0.5927 0.4916 1,077 0.5933 0.4914 
attend 1,073 0.9208 0.2702 1,077 0.9201 0.2712 
level 1,073 1.4343 0.7277 1,077 1.4327 0.7281 
sex 1,073 1.3281 0.9574 1,077 1.3268 0.9558 
know 1,073 0.8257 0.3795 1,077 0.8254 0.3798 
willtest 1,073 0.2721 0.4453 1,077 0.2711 0.4447 
Table 8. Summary of data on the female respondents in the 
t t t "Ir d I wo es w1 mgness mo e s 
Test willingness including tested Test willingness excluding tested 
Variables N Mean Std. Dev. N Mean Std. Dev. 
lusaka 1,194 0.1692 0.3751 1,202 0.1681 0.3741 
copper 1,194 0.1273 0.3335 1,202 0.1265 0.3325 
pro_ 1 1,194 0.3174 0.4657 1,202 0.3203 0.4668 
age 1,194 28.8065 8.5630 1,202 28.8012 8.5678 
literacy 1,194 0.3920 0.4884 1,202 0.3902 0.4880 
attend 1,194 0.8417 0.3652 1,202 0.8394 0.3673 
level 1,194 1.1508 0.7097 1,202 1.1464 0.7105 
sex 1,194 1.0352 0.3566 1,202 1.0358 0.3258 
know 1,194 0.7697 0.4212 1,202 0.7679 0.4224 
will test 1,194 0.2839 0.4511 1,202 0.2837 0.4510 
Source (Table 7 and 8): Central Statistical Office [Zambia], Ministry of Health 
[Zambia] and MEASURE Evaluation Project. "ZAMBIA 
SEXUAL BEHAVIOUR SURVEY 2000." 2002. 
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B. Empirical specification of the model and restatement of the hypotheses 
The empirical results are in Table 9. As the table shows, the Lusaka effect is 
statistically significant for the probability of being willing to take the HIV test, but is not 
statistically different from zero at 5% significance for the probability of having taken the test. 
Respondents living in the Lusaka province are likely to be willing to do so. 
Living in Copperbelt and provinces included in pro_ l do not have the statistically 
significant effects on the probability of being willing to take the test, but have the statistically 
significant effects on the probability of having taken the test. Respondents who live in the 
provinces are likely to have taken the HIV test before the survey. 
The coefficient of age is not statistically different from zero for the probability of 
being willing to take the test, but is statistically significant for the probability of having taken 
the test. 
The literacy effect is statistically significant to the probabilities of having the 
willingness to take the HIV test and having taken the test. Respondents who can read and 
understand a letter or newspaper are likely to be willing to take the test first or again and 
have taken the test. 
The gender effect is not statistically different from zero at 5% significance to the 
probabilities to be willing to take the HIV test first or again, and to have taken the test. 
Therefore, gend does not affect the probabilities of the willingness and test experience. 
Since /310 and a 10 are statistically different from zero at 5% significance level, 
respondents who personally know PL WA or someone who died of AIDS are likely to want to 
take the exam first or again and to have taken the exam. 
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Table 9. Econometric model explaining probability of being willing to be 
t t d h . b t t d d . z b" es e or aving een es e : men an women ID am Ia 
Empirical results 
Coefficients Variables Test willlin~ness Test experience 
/31, a1 lusaka -0.4898* 0.0169 
(0.0822) (0.0920) 
/32' a2 copper -0.1034 -0.2518* (0.0965) (0.1115) 
/JJ' aJ pro_ 1 -0.0379 -0.2117* (0.0707) (0.0832) 
/34' a4 age -0.0103 0.0725* 
(0.0190) (0.0230) 
/Js' as literacy -0.2277* 0.2357* (0.0744) (0.0836) 
/36' a6 attend 0.3275* 0.0780 
(0.1146) (0.1506) 
/31' a1 at le -0.1925* 0.1548 - (0.0637) (0.1144) 
/Js' as gend 0.0148 0.0687 (0.0630) (0.0716) 
/J9' a9 sex 0.4189* 0.0707 
(0.1817) (0.2132) 
/310' a10 know 0.2166* 0.2403* (0.0705) (0.0915) 
/311 tested 0.4721 * -
(0.0905) 
a11 se _gra - -0.0071 
(0.0769) 
/312' a12 se _age -0.0129* -0.0019 
(0.0056) (0.0052) 
/313' a13 agesq 0.0003 -0.0010* 
(0.0003) (0.0003) 
Intercepts 
/Jo' ao 0.3425 -2.7797* 
(0.3624) (0.4484) 
Sample sizes 2,267 2,206 
Note 1: * means that the coefficient is statistically significant at 5% level. 
Note 2: Values in the parentheses are standard errors. 
Source: Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project. "ZAMBIA SEXUAL BEHAVIOUR SURVEY 
2000." 2002. 
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The effect of having been tested ( /311 ) is statistically significant to the probability of 
having the willingness to take the HIV exam again. We should be cautious about the 
possibility that the experience might result from the willingness in the past; however, the 
respondents were asked if they had ever been tested for HIV before they were asked about 
the willingness. Although we will see empirical results of the models when including and 
excluding tested later, the incidence above would be less likely to occur since interviewers 
could know their test experience, and I screened out the participants who did not reply to the 
question on the test experience from the test willingness sample. For the interaction terms, I 
use the calculus approximation to see how response probabilities change when the variables 
increase or change by one unit. The approximation is introduced by Wooldridge (2003) on 
page 556, the equation (17.7). The equation is: 
Bp(x) = g(/30 + xf3)/3j, where g(z) = dG (z) (Wooldridge, 2003: 556), and G is the a~ ~ 
standard normal cumulative distribution function and g(z) = </>(z) which is the standard 
normal density function. 
For the test willingness model, the equation is: 
8P(willtest = 0 Ix) . . 
-------'-- = </>(/30 + /3' x) f3. , where x. IS an explanatory vanable that we want to see ax. J J 
J 
the effect on the probability of being willing to be tested first or again and /Jj is the 
coefficient of xj. 
For the test experience model, the equation is: 
BP( tested = 0 I z) . . 
------= ¢(a0 +a'z)aj where z. IS an explanatory vanable that we want to see 8z. 1 
J 
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the effect on the probability of having been tested before and aj is the coefficient of zj. 
First, we will look at the signs of the marginal effects of schooling, education level 
and the number of sexual partners in the test willingness model7. Compared to people with 
the same characteristics, the ones who have attended schools are more likely to be willing to 
take the HIV test than the others who have not attended schools. Due to the nature of the 
equation above to estimate the marginal effect, no matter how explanatory variables except 
attend change, schooling has positive effects on the probability to be willing to take the test. 
However, increasing education level from primary to secondary does not have positive 
effects on the probability of having the willingness. From the equation to estimate the 
marginal effect, the effect of increasing an educational attainment is negative even if 
explanatory variables except level change. 
The sign of the marginal effect of sex depends on ages as shown below: 
oP(willtest = 0 Ix)=¢(. )*(0.4189-0.0129*age), where¢(.) is the probability density 
osex 
function and strictly positive; 0.4189 is the coefficient of sex and -0.0129 is the coefficient 
of se _age . We can find that the sign gets positive when the age of a respondent is less than 
32.47 by calculating (0.4189-0.0129* age)> 0. Respondents aged equal to or less than 32 
are more likely to be willing to be tested when they increase the number of people with 
whom they had sex within 12 months before the survey by one. The increase may have 
similar effects to levels of risk that respondents perceived in the Zambian study by Fylkesnes 
7 I excluded the marginal effect of the age in the test experience model because we include age in the equation 
above as a variable. 
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and Siziya (2004). In contrast, respondents aged more than 32 are less likely to be willing to 
be tested when they increase the number of people by one. 
To see the actual values of marginal effects on the willingness probability, we 
suppose to have a male who lives in the Lusaka province, is 33.8 years old, can read and 
understand a letter or newspaper, has attended a primary school, had sex with 1.3 people, 
personally knows HIV patients or someone who died of AIDS and had been tested for HIV 
before the survey as the male representative. Values used for estimating all the effects are 
the mean values among 1,073 male respondents in Table 3, and there will be some changes 
on the initial values of the age, schooling experience, education level and the number of 
people with whom the respondent had sex in 12 months before the survey since they are our 
targeted variables. 
Like the representative man, we also suppose to have a female who lives in the 
Lusaka province, is 28.8 years old, cannot read and understand a letter or newspaper easily or 
at all, has attended a primary school, had sex with 1 person, personally knows HIV patients 
or someone who has died of AIDS and had been tested for HIV before the survey as the 
female representative. Values used for estimating all the effects are the mean values among 
1,194 female respondents in Table 4, and there will be some changes on the initial values of 
the targeted variables like the male's ones. 
When his age increases from 34 to 35, the probability of having willingness to be 
tested first or again will decrease by about 0.002. When her age increases from 29 to 30, the 
probability of being willing to be tested will decrease by about 0.002. 
When the male has attended a school, the probability of having the willingness will 
increase by about 0.098. When the female has attended a school, the probability will 
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increase by about 0.114. 
When the male's education level goes up to secondary from primary, the probability 
will decrease by about 0.052. When the female's education level goes up to secondary from 
primary, the probability will decrease by about 0.062. 
If the male increases the number of people with whom he had sex within 12 months 
before the survey from one to two, the probability will decrease by about 0.005, but ifthe 
female increases the number of people with whom she had sex within the period from one to 
two, the probability will increase by about 0.015. 
To see the actual values of marginal effects on the probability of having been tested 
before the survey, we suppose to have a male who lives in the Lusaka province, is 33.8 years 
old, can read and understand a letter or newspaper, has attended a primary school, had sex 
with 1.3 people in 12 months before the survey and personally knows HIV patients or 
someone who has died of AIDS. 
In addition, we have a female who lives in the Lusaka province, is 28.8 years old, 
cannot read and understand a letter or newspaper easily or at all, has attended a primary 
school, had sex with one person within 12 months before the survey and personally knows 
HIV patients or someone who died of AIDS. Both respondents are representatives, and there 
will be some changes on the initial values of the age, schooling experience, education level 
and the number of people with whom they had sex in the period as well. Values used for 
estimating all the effects are the mean values among 1,086 male in the table 5 and 1,210 
female respondents in the table 6. 
When the age of the male increases from 34 to 35, the probability of having taken the 
test before the survey will increase by about 0.001. When the age of the female increases 
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from 29 to 30, the probability to have been tested before the survey will increase by 
approximately 0.003. 
When the male has attended a school, the probability of having taken the test will 
increase by approximately 0.021. For the female, the probability will increase by about 
0.013 when she has attended a school. 
If the education level of the man goes up to secondary from primary, the probability 
will increase by approximately 0.046, and the probability of the female will increase by about 
0.035 when her education level goes up to secondary from primary as well. 
If the male increases the number of people with whom he had sex in 12 months 
before the survey from one to two, the probability of having taken the test will decrease by 
about 0.001, while the probability for the female will increase by approximately 0.002 when 
she increases her sexual relationships from one to two in the period. 
Table 10 indicates the empirical results of two test willingness models including and 
excluding tested to solve the problem that willingness to be tested might result in the HIV 
test experience in the past so that it does not express the willingness to do so again. The first 
test willingness model includes the respondents who had taken the test before the survey. 
The second willingness model excludes those who had the test experience before the survey. 
The Lusaka effect is a little less negative in the excluding tested model than the 
effect in the including model. Respondents are relatively more likely to be willing to take the 
HIV test first or again compared to respondents in the model with effects of the test 
experience. Living in Copperbelt and provinces in pro_ 1 do not have the statistically 
significant effects on the probability of being willing to take the test in the excluding model. 
Literacy has the statistically significant effect on the probability of having willingness 
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Table 10. Econometric model explaining of the willingness to be tested: 
men and women in Zambia 
Empirical results 
Coefficients Variables Including those who had Excluding those who had 
been tested been tested 
/31 lusaka -0.4898* -0.4723* (0.0822) (0.0817) 
/32 copper -0.1034 -0.1151 (0.0965) (0.0958) 
/33 pro_ 1 -0.0379 -0.0479 
(0.0707) (0.0700) 
/34 age -0.0379 -0.0056 (0.0190) (0.0188) 
fls literacy 0.2277* 0.2498* 
(0.0744) (0.0738) 
/36 attend 0.3275* 0.3137* (0.1146) (0.1135) 
/31 at le -0.1925* -0.1742* - (0.0637) (0.0630) 
fls gend 0.0148 0.0216 
(0.0630) (0.0626) 
/39 sex 0.4189* 0.4275* (0.1817) (0.1825) 
/310 know 0.2166* 0.2330* (0.0705) (0.0699) 
/311 tested 0.4721 * -
(0.0905) 
/312 se _age -0.0129* -0.0130* 
(0.0056) (0.0056) 
/313 agesq 0.0003 0.0002 
(0.0003) (0.0003) 
Intercepts 
/Jo 0.3425 0.2898 (0.3624) (0.3604) 
Sample sizes 2,267 2,279 
Note 1: * means that the coefficient is statistically significant at 5% level. 
Note 2: Values in the parentheses are standard errors. 
Source: Central Statistical Office [Zambia], Ministry of Health [Zambia] and 
MEASURE Evaluation Project. "ZAMBIA SEXUAL BEHAVIOUR SURVEY 
2000." 2002. 
68 
to be tested first or again. Respondents in the second model are relatively more likely to be 
willing to take the HIV test than respondents in the first test willingness model. 
The coefficient of attend is statistically significant to the probability of having the 
willingness. The gender effect is not statistically significant so that gender does not affect 
the probability of having the test willingness. 
Personally knowing people living with HIV or AIDS death has the statistically 
significant effect on the probability of being willing to be tested first or again, and works a 
little more positively to the probability in the model excluding the respondents who had taken 
the test and had not taken the test than the effect in the model including the effects of test 
expenence. 
Table 11 shows the comparison of marginal effects on the probability of being willing 
to be tested for HIV first or again. The marginal effects are estimated when the variable, 
tested , is equal to 1 (a respondent had been tested before the survey) and 0 (a respondent 
had not been tested before the survey), and the variable is excluded from the test willingness 
model. There are 1,073 male and 1,194 female respondents in the including model and 
1,077male and 1,202 female respondents in the excluding model. 
The male and female respondents initially have almost the same characteristics as the 
representatives had. This time, he is 33.9 years old, can read and understand a letter or 
newspaper, has attended a primary school, had sex with 1.3 people in 12 months before the 
survey and personally knows HIV patients or someone who has died of AIDS. Likewise, she 
is 28.8 years old, cannot read and understand a letter or newspaper easily or at all, has 
attended a primary school, had sex with one person in 12 months before the survey and 
personally knows HIV patients or someone who has died of AIDS. There will be some 
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changes on the initial values of the age, schooling, education level and the number of sexual 
partners in the period. 
Compared to the effects of the including model with tested = 1 and 0, the age effects 
are more negative. The schooling effects are more positive in the excluding model than the 
effects in the first model. The education level has less negative effects than the effects when 
the male and female had not taken the test (tested = 0). The sexual relationship in the 
excluding model has less negative effect in the male case, and more positive effect in the 
female case. However, the magnitudes are very small in every value of the effects. 
Table 10. Marginal effects on the probability of being willing to take the 
HIV test in the test willingness model including and excluding 
tested 
Mareinal effects on the probability 
Effects Variables Including those who have been Excluding 
tested those who have 
tested= 1 tested= 0 been tested 
Age age , se _age , M -0.0018 M -0.0025 M -0.0032 
agesq F -0.0019 F -0.0023 F -0.0027 
Schooling attend M 0.0981 M 0.1255 M 0.1179 
F 0.1136 F 0.1304 F 0.1247 
Education at le M -0.0516 M -0.0703 M -0.0618 
-
level F -0.0616 F -0.0754 F -0.0676 
Sexual sex, se _age M -0.0049 M -0.0067 M -0.0046 
relationship F 0.0150 F 0.0185 F 0.0205 
Note: M means the male and F means the female. 
70 
CHAPTER V. DISCUSSION 
Living in the Lusaka province has the negative effect on the probability of having 
willingness to be tested first or again. Living in the Copperbelt, Eastern, Luapula and 
Southern provinces works negatively to the probability of having been tested before the 
survey. People in cities may be more likely to receive incorrect information. In the article 
on March 15th in 2004 by the IRIN, a research assistant at the Population Services 
International analyzed the research result in Lusaka, Zambia and explained that "it seems that 
young Zambian males predominantly receive information through overhead conversations 
between parents or elders talking, and not direct questioning" (Population Services 
International cited in United Nations Office for the Coordination of Humanitarian Affairs, 
2004h: 1). Two-thirds of the Kenyan and three-quarters of the Ugandan respondents 
discussed HIV/AIDS issues with peers (Horizons Program, Kenya Project Partners and 
Uganda Project Partners, 2001). The Horizons Program et al. (2001) also pointed out the 
influence of peers on testing behaviours among young respondents (Horizons Program, 
Kenya Project Partners and Uganda Project Partners, 2001). People in populated areas may 
have more opportunities to encounter incorrect information on HIV I AIDS through the 
overhead conversations or talks with peers. It may be one possible reason for the negative 
effects. 
The ability to read and understand writing helps respondents plan to take the test and 
encouraged them to take the test. Improving the literacy rate will be effective to awareness 
of HIV/AIDS among Zambian people. 
Personally knowing people living with HIV or having died from AIDS is likely to 
encourage respondents to plan HIV testing and to actually take the test before the survey. It 
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will be useful to offer opportunities to make respondents feel the disease more personally and 
know that the HIV positive status is not a death sentence and that anti-AIDS drugs can 
prolong their lives. Also, those drugs are available at a subsidized rate to every patient as a 
part of HIV/AIDS prevention or mitigation programmes. 
As for the effect of the test experience in the included test willingness model, 
Fylkesnes and Siziya (2004) found in their Zambian study that respondents who had been 
tested are more likely to be ready for testing than respondents who had not been tested 
(Fylkesnes and Siziya, 2004). Similarly, in my results, interviewees who had taken the test 
are more likely to be willing to take the test than interviewees who had not taken the test 
before as shown in Table 9. Moreover, results in Tables 10 and 11 do not have any large 
difference in values between two models and seem to tell us that the positive effect in my 
results makes sense. 
CHAPTER VI. CONCLUSION 
In the probit analysis, probabilities of being willing to be tested first or again and to 
have been tested before the survey were positively affected by the ability to read and 
understand a letter or newspaper and personally knowing people living with HIV or having 
died of AIDS. We can realize a big gap between the percentages of having willingness and 
the experience to have been tested among respondents from Table 3, 4, 7 and 8. It implies 
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that the ability and knowledge can be quite important to encourage people to go for testing. 
In my sample, approximately 92 and 84 % of the male and female respondents have 
ever attended schools, but the literacy rates are very low at approximately 60% for the males 
and 40% for the females. To increase the literacy rate, language education should be given at 
any primary school and below. With an education, verbal dissemination tools will be helpful 
to people who cannot read and understand writing. For example, trained health care 
providers frequently visit communities by mobile VCT. 
On personally knowing HIV patients or someone who died of AIDS, it may make 
people think more about seeking testing, asking community leaders to take the HIV test at 
local VCT centers or clinics and tell publicly community members why they decided to be 
tested and how the testing process was after being tested. 
Finally, the IRIN (2004h) and International HIV/AIDS Alliance (2002) suggest that 
there are stubborn misconceptions and incomplete knowledge on HIV/AIDS among Zambian 
people and the beliefs often prevent people from going for testing (United Nations Office for 
the Coordination of Humanitarian Affairs, 2004h and International HIV I AIDS Alliance, 
2002). VCT facilities should play a more active role as a center by taking down barriers to 
testing, and the government needs to take action toward HIV I AIDS in cooperation with not 
only health officials but other sectors such as educators and the media to more effectively 
promote HIV I AIDS awareness campaigns. 
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